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PREFACE 


In the evolving understanding of effective mental health care, the role of community stakeholders is coming 
into prominence. A simultaneous development has been that the psychiatric care approaches for community 
based care are also undergoing refinements. Basic Needs India's (BNI's) decade and half experience and 
expertise is in ‘Community Mental Health and Development’ (CMHD). In this approach, the emphasis is on 
empowering community stakeholders, including solidarity groups of recovered persons, carers and local 
supporters, to take ownership of their mental health concerns. This first volume of the Handbook has brought 


in some of the learning from the community dimensions. 


Mental health learning materials for grassroots workers are usually written by mental health professionals, 
who simplify the content to the grassroots level. However being written by professionals, sometimes it 
misses out important dimensions from the ground such as - the local perspectives, the difficulties 
experienced by the local actors, the achievements felt by them, as well as the ‘ownership gained’ by 
community stakeholders. BNI team decided that it is important to capture the learning from its worked out 
experiences at the ground levei and make them available to grassroots learners. Such learning would be 
culturally friendly, easier to assimilate and give importance to the roles played by the several levels of 
community stakeholders. Hence for the preparation of this Handbook an author was commissioned, who 
had considerable experience in producing health related teaching / learning materials for grassroots 
audiences. Being not from a mental health professional background, he could take a fresh perspective on 
the experiences he was exposed to. He travelled to the rural areas of Maharashtra, where BNI's newer 
partner programs were being implemented over three years, understanding the perspectives, motivations 
as well as the frustrations of the different associated stakeholders. These perspectives add a fresh 
dimension to this Handbook. 


Being a comparatively new program in Maharashtra, important aspects seen in the older, mature programs 
especially, the ‘ownership role’ on mental health issues, played by the local solidarity groups of the affected 
(recovered individuals, carers and local supporters), have not emerged. It has also not been possible to bring 
the psychological dimensions of the grassroots work (in a significant manner) in this volume. However, this is 
a ‘work in progress’. BNI intends to bring out, over time in several regional language editions, these 


grassroots learning. This would enable interested local people, from those language backgrounds to easily 
access these materials. 


This Handbook is an important support material, in the training / learning processes for grassroots health 


workers, who are to support persons with mental illness and their carers. It's simple style, simplification of 


concepts and the visuals, make it easy reading by any interested person, with a middle - to high school 
educational background. 


It consists of three sections. Section 1 consisting of chapters 1 to 6 describes the learning from community 
dimensions. Section 2 consists of chapters 7 to 15, which gives information on commonly encountered 
mental illnesses in the community. Section 3 consists of the appendix, and gives additional information on 
illnesses and health care options. Hence in one volume, the learning of the community mental health 


dimensions are brought together with (simplified) information on primary care psychiatry, to benefit the 
learner. | 


The social dimension, which is an important area of expertise in BNI's work, is positioned in an equal manner 
with the medical dimension of mental illness. BNI hopes to hear from the readers of the volume their 


experience and feedback, which may have a bearing on the regional language editions. 


Dr. Mani Kalliath 
Executive Director 
Basic Needs India 


FOREWORD 


It has been over four decades since the World Health Organization (WHO) recognized the need for 
treatment of mental illness in the community. It highlighted the limited treatment options available for those 
with mental illness, particularly in low and middle-income countries. It recognized the lack of trained mental 
health specialists and argued for the incorporation of mental health component into primary care. It 
reiterated the need to develop community based supports and resources. It developed pilot projects, 
community intervention programs, and teaching modules to train community health workers, community 
nurses, general practitioners and physicians to recognize and manage mental illness in primary care 
settings and in the community. Many low and middle-income countries including India signed up to these 
goals and methodology. 


Yet, many decades later, the WHO continues to highlight the gap between the burden of disease due to 
mental illness and the limited availability of health and social services in low and middle-income countries. Its 
Mental Health Gap Action Programme (mhGAP)) reiterates the arguments for the need for scaling up mental 
health care and services in the community. It recognizes severe shortage of mental health specialists and 
supports the need for primary care and community health workers to manage mental illness, neurological 
and substance use disorders, particularly in resource poor settings. Its more recent approaches have 
shifted from anecdotal evidence and have systematically analyzed available research on interventions for 
mental illness that have been demonstrated to be useful in the community, particularly in low and middle- 
income countries. It has developed many resources including simplified management guidelines, 
intervention guides and training modules. The program asserts that with proper management, psychosocial 
support and psychotropic medication, millions could be treated for common mental disorders (like anxiety 
and depression), severe mental illnesses (like schizophrenia), and neurological disorders (e.g. epilepsy). It 
argues that such effort will reduce suicide and improve the quality of life of people. 


The World Health Assembly, in May 2013, approved and adopted the Comprehensive Mental Health Action 
Plan 2013-20, and signed up to by 194 member states of the United Nations. The plan has refocused the 
world attention on mental illness, its enormous burden, the treatment gap and its economic and social impact 
on communities. The plan emphasizes the need for more effective leadership and governance for mental 
health. It highlights the need for the provision of comprehensive, integrated mental health and social care 
services to be delivered in community settings. The plan focuses on implementation of strategies for 
promotion of mental health and the prevention of mental illness. It argues for strengthening health 
information systems, and increasing evidence and research related to mental health and illness. Many other 
efforts including the Lancet Series on Mental Health and the Movement for Global Mental Health re- 
emphasize the issues and reiterate these Strategies to improve care for people with mental illness. 


ore these good intentions and much activity over the past decade, the ground realities for most people 
with mental illness, living in the community in rural India, have not changed. The country's urban centric 
health care means that the treatment gap persists across much of rural India. It is in this context that this 


handbook authored by Dr Shyam Ashtekar and published by Basic Needs India is useful. Basic Needs India 
with its focus on livelihoods has been working with people with mental illness and their families for over a 
decade. It aims to understand the local context, educate and empower people with mental illness. It intends 
to provide health and development services to the poor. The organization understands the complexity of the 
issues facing people with mental illness and their families and attempts to provide comprehensive and 
integrated solutions. Dr Ashtekar, with his background in community medicine and public health, adds his 
understanding of rural India, its poverty, its health care, social and economic Structures. His understanding of 
the issues has resulted in a book, which will increase the awareness about bio-medical approaches to 
mental illness. 


The book is written in simple language, describes common contexts, portrays first hand accounts, discusses 
local understanding of mental illness, and presents bio-medical alternatives for care. It describes the role of 
faith healers and of institutions of modern medicine. It highlights the role of family caregivers and community 
workers. It describes signs and symptoms of mental illness and their impact on the individual, families and 
communities. It discusses the mind and highlights issues related to the brain. It elaborates severe mental 
illness like schizophrenia, mood disorders and epilepsy. It also briefly mentions law, ethics, rights and 
responsibilities. It discusses clinical situations for referral to qualified health care professionals and 
specialists. It also has appendices for those who seek more details related to mental illness, medicines and 
assessment procedures. Although this book is meant for community mental health workers, its simple 
approach and its attempts to reduce stigma will increase awareness of the issues and will be useful to family 
members and community leaders. 


One of the many reasons for the failure of community mental health programs in low and middle-income 
countries includes the absence of a tiered referral system and the lack of mentoring and support for 
community workers. This book will improve the awareness of community workers about the bio-medical 
model of mental illness and such knowledge will facilitate medical help seeking by people with mental illness 
and their families. 

Dr. K.S. Jacob 

Professor of Psychiatry 

Christian Medical College, 


Vellore 632 002 
India. 


MESSAGE 


For many years in India, people suffering from a mental health condition were left undiagnosed and 
unsupported, significantly undermining not only their quality of life but also that of their primary carers and 
other family members. The situation is now slowly changing, with a variety of positive developments taking 
place over the last ten years resulting in a much wider recognition of the seriousness of mental health issues. 
This is due to the tireless work of government and various non-governmental organisations, one of which is 
Basic Needs India. Their dedication and pioneering spirit has helped to put mental health on the political 
agenda and transformed the prospects for people with mental illness and their carers across vast swathes of 
the country. However, there still remains much work to do to ensure consistency and parity in the delivery of 
mental health services along with greater inclusion and equality. 


This handbook on mental health for community workers will, | am confident, prove to be a significant 
contributor to this process of recognition, service delivery and empowerment. It is extremely comprehensive, 
but clearly presented and relevant for community workers in the field. In the absence of psychiatrists and 
qualified mental health workers, this book will go a long way towards up-skilling grass roots workers. Never 
before in India has so much relevant and useful material been gathered together in one handbook. It 
provides community workers with a useful tool SO they can share and engage with partners across their local 
health and care community to bring about meaningful, sustainable improvements for people with mental 
illness. It also importantly considers the role and needs of caregivers, those family members who meet the 
daily needs of the person with mental illness and without whom the long term recovery of many of them would 
not be possible. 


| recall discussing the concept for a manual with the late D.M. Naidu as a means of providing capacity 
building support to the partner organisations of Basic Needs India. This handbook, whose form and content 
has evolved over the course of time, will do just that but will also be of benefit to other local organisations 
working actively in many different parts of the country. It is accessible, easily applicable and relevant to the 
range of cultures and contexts found in our country. 


As one of the founding staff members of the Basic Needs India team and currently serving as a Trustee of 
BasicNeeds UK, | am proud to be part of a movement which is transforming the lives of vulnerable people 
with mental illness, not only in India but across other countries and regions too. My experiences with the 
BasicNeeds family inspired me to embark on my current work with unpaid family carers in developing 


countries, many of whom care for a relative with mental illness. For this |am indebted to all at Basic Needs 
India. 


| would like to congratulate Basic Needs India for bringing out this important and valuable resource. | wish the 
Basic Needs India team and all the community workers using this handbook every success in their future 
work, reaching the as yet unreached and transforming the landscape of mental health care in India. 


Dr. Anil Patil 

Founder and Executive Director 
Carers Worldwide 

Hertfordshire 

United Kingdom 
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Jab Man Changa to Sab Changa 


(A quote in Hindi: "If the mind is well, other things are fine too") 


The World Health Organization defined health as a dynamic state of physical, mental and spiritual well being. 
lt recognizes mental health as an inseparable part of general health, essential for the well-being and 


functioning of individuals, families, communities and societies. 


Just as a physical or sensory impairment causes difficulties in movements, seeing and hearing, mental 


impairment also causes mental health problems and disability ina person. 


Although persons with mental health problems are part of every community, there is hardly any awareness 
among the general population about their condition, their isolation, abuse and violation of fundamental 
human rights. Mental illness is often seen as one's misconduct, a misfortune or curse. Thus persons with 
mental health problems/ mental illness often suffer huge stigma and discrimination in the society. 


Along history of groping and research into mental health and illness has greatly enhanced the understanding 
about its various causative factors and effective treatment in terms of modern medicines and psychological 
support. More progress is expected in the times to come. 


International conventions and certain new national legislation for the rights of persons with disabilities, which 
are still in the process of formation, have been instrumental in promoting a rights based approach, especially 
for persons with mental illness and other mental disabilities. These put an emphasis on promoting the 
participation of such persons in civil, political, economic, social and cultural spheres on an equal basis with 
others and with equal opportunities. 


This is possible only when we work towards reducing attitudinal and institutional barriers and create an 
enabling environment for inclusion of persons with mental health issues within family and community, and at 
policies, systems and structures within the society. 


Basic Needs India's (BNI) approach of working with persons with mental illness through Community Mental 
Health and Development (CMHD) Model comprising of five modules, is such an initiative towards this effort 
(see Appendix Il for CMHD Model). This booklet provides basic information on medical and psycho-social 
aspects of mental illnesses, partly covering the Community Mental Health module, for community mental 
health workers. The aim of this booklet is to help the workers to understand about mental! illnesses, identify, 


refer and support persons with mental illnesses and their families for their treatment and inclusion in family 
and society. 


Vill 


SECTION -1 


Understanding Working 
In The Community 


For Mental Health 


1. THIS BOOK IS FOR US 


This handbook has been written mainly for community mental health workers, yet it can be used by all of us 
i.e., general health workers, caregivers, families and common readers. The purpose is to improve our 
understanding about mental health problems, various related issues and to know what can be done. In India 
we do not have mental health workers in the general health system, nor are our general paramedics trained 
in mental health. This handbook can help in training of paramedics, nurses and volunteers to undertake such 


work in their communities. 


We as community mental health workers can do a lot about supporting persons with mental health problems 
in accessing treatment and for their rights. In India, psychiatrists, who play an important role in providing 
medical treatment, are very few even in cities and are available only at big hospitals or in private practice. 
Thus there is a great need to have trained mental health workers at community level, of course not to replace 
or fill up the need of psychiatrics, but to play complementary and supplementary roles in promoting mental 
health in society. 


Essentially a trained Community Mental Health Worker (CMHW) can and should do mental health work both 
before and after the Person with Mental Illness 
(PWMI) attends the psychiatric clinic, so that we 
can raise awareness on mental illnesses and 
their impact, and help families with suggestive 
clues to recognize these. As a CMHW, we can 
also help the family to seek medical help and 
ensure treatment as early as possible. 


Treatment compliance is often a _ challenge 
especially for families in the rural areas. This is 
because of several reasons - long duration of 
treatment, costs of travel and medicine, loss of 
wages, lack of insight of the PWMI about their 
condition, stigma and the chronic nature of 
mental illnesses. The family may also lose heart 
and energy to sustain long term treatment. Regular interaction with the family through CMHWs can ensure 
better treatment compliance, soften the family problems in care giving, pick up side effects early and inform 
the family and PWMI, and in general help towards their rehabilitation. We also need to convince the 
neighbouring families, if necessary, about supporting the PWMI and the family. Most importantly we need to 


give hope to the family and PWMI so that they can endure through the difficult periods to the days of recovery 
and hope. 


This handbook is both for rural and urban community mental health workers. The language and concept 
building in this book is simple even for general readers to understand the basics of mental illnesses and 
related issues. We also hope that with this book the family members will understand better about mental 


illness and potential benefits of treatment. This in itself will improve family care and encourage others to seek 
help for the person with mental illness. 


Chapters 1-15 in this book are adequate for most readers to learn the basics about severe mental illnesses, 
its treatment and related issues. In Appendix | information on epilepsy and other mental disorders has been 
added for a wider knowledge base so that CMHWs can help to some extent a diverse group of persons. In 
Appendix II BNI's mode! of working is explained. Appendix III contains information on mental health services 
and human resource. A table of medicines and a list of common complaints of PWMls are given in 
Appendices IV and V respectively. The use of table of medicines is limited as a reference guide only, 
whenever such information is necessary. 


This handbook also attempts to help reduce the stigma of mental illnesses. This is important because stigma 
leads to non-reporting of mental illnesses, which in turn defers effective treatment and causes needless 
suffering. Unlike in earlier times, we now have simplified psychiatric treatment and can ensure good control 
of symptoms. While we emphasize the importance of modern medical treatment in mental illnesses, we also 
encourage other therapies and various forms of counselling. We hope that this book will bring health and 
hope to thousands of families and PWMIs. 


Stories of some 
Community Mental 

Health Workers 
Before writing this handbook, | met few 
CMHWs in different areas of Maharashtra. 
One needs to see to believe what CMHWs 
can do for improving community mental 
health. It is difficult to visualize mental 
health work without a CMHW in the team, 
and it is the CMHW who can provide the 
context for a good clinical work by a 
psychiatrist anywhere. These few stories 
can tell us where this small booklet belongs. 


Jawhar 


This is a story of Pratibha in Jawhar in Thane 
District. For the last two years she has been engaged in mental health work in a social organization. In her 


own words.... 


"When first asked about doing mental health work | was simply surprised and was not at all 
prepared. | thought mental health work is difficult. Frankly | was afraid of dealing with 
mentally disturbed persons right from my childhood. But my colleagues persisted and told me that 
‘itis not difficult once we learn the basics. | attended a week long training program about mental health along 
with new and old volunteers in this work. We also did a field trip in this program visiting some affected 
persons and families in a slum. What | learnt was that these illnesses are of different types and not 
allof these persons are violent. Secondly, with medical treatment, counselling and other forms of therapy 
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many of them have recovered and living almost normal lives. Back in Jawhar | started with awareness 
programs using a poster and a flip chart. Self help groups were my first audience. These women came up 
with information about possible patients in their villages. With my colleague | visited some of them one by 
one. Each had a different story and situation. | have along list now but I can take you to select families and 


show how spectacular is the success." 


She took me to Mathura's home who had suffered for years with schizophrenia. Her parents tried several 
things but when nothing worked, they finally chose to tie her up in the house and go for work. Mathura is now 
under treatment and back to work. There are many such stories and some failures too. She then took me to 
the Govt. doctor at Jawhar, who has been treating mental illnesses for last many years. Pratibha says that 
her success is mainly due to the active help from this kind doctor. She knows the hospital staff and all of them 
help her in various ways. Pratibha keeps a diary which tells about the efforts and frustrations, gains and pains 
of the work she has done in last two years. She has over 100 PWMls in her field work and visits them 
regularly. Pratibha is certainly not a psychiatrist but she has successfully brought many PWMI under 
treatment and brought a smile to many a face. This was a difficult task given the area of backward hamlets, 
influence of bhagats (faith healers), long distances covered by walks and lack of awareness. What Pratibha 
could do is also possible for many nurses and paramedics to provide such help to PWMIs. 


Nandurbar 


Shubhankar is a Karyakarta (field worker) in Dhule, district Nadurbar, who started mental health work 
recently. With a short training in Mental health, he and his colleagues have brought over 100 persons with 
mental illness under treatment both in Dhule and surrounding villages. Basically their job was to make 
people aware about mental illnesses, identify persons in need of help, bring them to psychiatric clinics and 
follow on medication and other advice. However Shubhankar and the team had to do many more things. 
Lack of psychiatric doctors in public hospitals is a real problem even now. Secondly, many families don't have 
resources to take their ailing member to the city. Shubhankar made arrangements for monthly visits to the 
psychiatrist by getting help from some private jeeps. 


During the visit, his team had invited some persons with mental illness. | met a woman who was divorced and 
had come back to her parents with four children. Already poor, the father was in great distress but did not 
abandon his daughter and kids. He keenly follows the suggested medication and other advice and the 
symptoms of his daughter are now under control. Meanwhile, the husband has married another woman and 


would not take this woman back. These social problems are more complex to tackle than the illness itself. 
The woman herself told us how she had improved. 


Next, we met Ramsingh, a young man in this group diagnosed with schizophrenia. Although he is taking 
treatment and symptoms are under control, the family problems have turned worse. He now has only his old 
father with him. His mother died few years ago and the wife eloped with another man after learning about his 
illness. Although he is stabilized now she would not come back. Ramsingh cannot survive only on his small 
land. There is no irrigation. He barely gets a crop of bajra and tur (dal) which just about feeds the two. 
Shubhankar has to struggle to get some other benefits including some employment for Ramsingh, but it is 


hard to get any work for this man in the poor village. Other people are unwilling to give Ramsingh any work 
because of his pastillness. We have no immediate answers for this situation. 
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The next day Shubhankar and his colleagues took me to Unapani, which is a nearby pilgrim centre with hot- 
spring, where some PWMls and their family members had gathered for a consultation session. This was a 
participatory meeting unlike a psychiatrist's closed clinic, where we met the PWMIs and their family care 
givers, and came to know their difficulties. There are many barriers to accessing treatment from the district 


hospitals - for €.g., the time and cost of transport, frequent shortage of essential medicines and often absent 
doctors. 


One person in the group was a political activist and he insisted that every rural hospital must have a monthly 
mental health day. Somebody suggested that the local MLA can help. | suggested getting the help of Kalyan 
Samiti to purchase essential medicines if necessary because they have the funds. Shubhankar was one of 
the few health workers in his team and | realized how they could contribute to community mental health even 
with meagre resources. In the same meeting some families asked what would happen if Shubhankar and his 
team were no longer available when the projectis over. That deserved an answer but there was none. 


Nasik 


| met Bhau, a health worker who covers Malegaon and lIgatpuri blocks at Nasik for mental health field work. 
He has over 700 patients in his list, while Malegaon city has a big share. He tried to organize Mental Health 
camps but found that people responded only if good doctors were available. Private Doctors do not give 
enough time and the patients too cannot pay their fee and for medicines. Bhau insists that Govt. hospitals 
should have adequate facilities and even transport arrangements. He is not involved much into actual 
diagnostics of mental illnesses. He is more concerned about household and social issues surrounding a 
PWMI. He will be retiring soon and does not know who will follow up with these families. 


Note your own experiences 


2. MENTAL ILLNESSES IN THE COMMUNITY 


Mental illness can be described as_ “any illness experienced by a person which affects their emotions, 
thoughts or behaviour, which is out of keeping with their cultural beliefs and personality, and is producing a 


negative effect on their lives or the lives of their families" (Where There ls No Psychiatrist. Patel, V., 2003). 


India is now waking up to the problems and issues of persons with mental illnesses. About 1-2% of adult 
population suffers from some form of Severe Mental Disorder (SMD) that was called lunacy and public 
nuisance some decades ago. This is often treatable and the persons can return to normal life. Under the 
Indian Lunacy Act persons with SMD were putin institutions for decades. The human rights of such persons 
were flouted. Beating and other forms of abuses were common. The Lunacy Act was replaced with a much 
better Mental Health Act in 1987 and subsequently implemented, although this Act also has many lacunas 


and has limitations in promoting the rights of PWMIs. 


Diseases related to mental illness and other illness of the brain account for 12% of the Global Disease 
burden and these disorders are likely to increase to 15% by 2020. (World Health Report, 2001) 


However in India, there is very poor awareness about the symptoms, treatment and little acceptance of 
people with mental illnesses. Govt. of India wanted to implement facilities for diagnosis and treatment 
through its rural health centers, but that is still a long distance hope. The psychiatric services remain scant 
and mainly in private sector, and the rest of the doctors don't treat mental health issues beyond the cases of 
depression. Lack of services and awareness has sustained the faith healers in many areas, hence we still 


hear of witch-hunts, violence, abandonment and chaining of PWMI. 
The problem at the national level is huge: 

"Almost 6-7 crore Indians suffer from SMDs and CMDs (Common Mental Disorders), which together 
makes nearly 6% of the general population. 


CMDs are hardly recognized as illnesses or disorders, but wrongly treated as personal vices and 
shortcomings or simply as bad behaviour. 


About 50% of persons with SMDs and over 90% with CMDs remain without treatment. 


Activity 


Recap : What do you feel about the status of PWMls in the community? 


What do you think we can do? 


3. MENTAL HEALTH SERVICES IN INDIA 


Mental health has traditionally been a low priority for governments. Thus mental health services never grew 
in India as part of a systemic development of general health services that aim to reach out to people in 
villages. Mental health services include psychiatric hospitals, psychiatric nursing homes, observation wards, 
day care centres, inpatient treatment in general hospitals, outpatient treatment facilities, convalescent and 
halfway homes for persons with mental illness - mainly situated in urban areas. All the mental health 
treatment facilities are governed by the Ministry of Health & Family Welfare at State or Central level, whereas 
rehabilitation and social security aspects of persons with mental illness fall under the Ministry of Social 
Justice and Empowerment (MSJE). As a result, the rehabilitation and the rights/entitlements of persons with 
menial illness have always remained contentious issues between the two Ministries with neither owning the 
responsibility for these. 


There are currently 43 government-run psychiatric hospitals/mental health institutions in India. About half of 
all Indian states do not have evena single psychiatric hospital, whereas some states have three or more. All 
are State hospitals, apart from NIMHANS (National Institute of Mental Health and Neuro-Sciences) in 
Bangalore and the Central Institute of Psychiatry in Ranchi, which are under the administrative control of the 
Central Government. General Hospital Psychiatric Units (GHPUs) emerged in India in 1933, with the 
opening of the first psychiatry unit in Calcutta (Kolkata), and they still exist today. Situated within the 
community and in general hospital/medical college settings, GHPUs services are more approachable for 
families to visit easily and which carry much less stigma than that of a psychiatric hospital. 


A psychiatrist is available in some district hospitals under the DMHP (District Mental Health Programme) 
Scheme, who may even visit some taluk hospitals. That is as far the mental health services go in the rural 
areas. A medical college/hospital has many more facilities than a district hospital such as outpatient and 
| inpatient services, research facilities and treatments including 

on, ECT (Electroconvulsive therapy), referred to commonly as 

{ shock treatment, is a standard psychiatric treatment in which 

| seizures are electrically induced in patients to provide relief from 

"psychiatric illnesses. Although, now-a-days the use of ECT is 
| controversial and limited because of severe side effects. In 
cities we have many private medical colleges and psychiatrists. 
In some cities we have rehabilitation homes/ institutions for 


| keeping PWMls suffering from psychosis. Every state has only 
~ few of such institutes. But the ethical and care standards of 


many of these institutions are very poor. Many such institutions remain jail-like with 'warders' and 'inmates', 
‘with no standard practice norms. Staff lack adequate training and conditions can be unhealthy and 
degrading, which is true of both the government and approved private psychiatric hospitals and other 


institutions. 


Some hard facts: 
We have only 43 State-run Mental hospitals/ Mental health institutions in the country. The goal of 


one MH institution in each district is a distant dream. 


We have 289 Departments of Psychiatry in Medical Colleges, and about 30,000 psychiatric 
beds. This too is inadequate. We need many more of such facilities. 


We have about 3500 psychiatrists (just one per 4 lakh people), 1000 psychiatric social workers, 
1000 clinical psychologists, 300 trained CMHWs and 900 psychiatric nurses (based in urban 
areas mainly). All of these to serve a population of more than a billion! 


Please read Appendix Ill to know more about human resources and services in the field of 
mental health. 


Activity 
What do you feel? Why there are very few MH services in some rural areas? 


Write one line about these keywords: Psychiatrist, Counsellor, Mental Health Institute, PHC, RH, DH, 
Sub-centre, Medical College. | 


What do you think? If specialist doctors are not enough, how do we reach MH services to PWMls in 
remote areas in your situation? 


Can we do this? Visit a MH OPD waiting room in a District hospital and observe the people and the 
clients. Make your notes on numbers, time taken for each person, likely location of persons-urban 
and rural, and any other thing. 


4. ABOUT FAITH HEALERS 


Mental health problems are quite common in India as in any other country. In the first place, the idea of 


sickness or illness is associated only with the body and 
not the mind. Therefore for any mental symptom it is 
difficult for families to believe that this concerns the mind 
or brain of the person. They quickly assume that this 
problem is because of some external forces like Spirits, 
black magic, ideas of sins or the curse of God. There are 
faith healers in all the regions of India. For the educated 
and non literate people faith healing is therefore often the 
first choice of action. Faith healing is also mixed up with 
the religion. 


Faith healers have responded to this human need for 
centuries. With the advent of modern medicine faith 


healing should have been pushed to the margins, but since people fail to get timely and proper medical 


advice for mental illnesses, they go to faith healers. 


* 


Psychiatric services are scant in many blocks and districts and are not accessible in many districts. 


Doctors of other specialties or general practitioners know very little about diagnosis and treatment of 
mental illnesses. They cannot even guide about seeking help. While they are taught about mental 
disorders, there is no scope for practical experience and insights. 


Many psychiatric illnesses can be mistaken for physical or organic illnesses. For e.g., palpitations 
can be also due to heart problem, thyroid malfunction, anaemia etc., so doctors may tend to advice 
medical tests before considering it a mental health issue. Though this is not a wrong practice as it is 
important to rule out physical causes, doctors must be able to recognize and advise suitably if the 
physical symptoms are due to psychological (Psycho-somatic) issues. 


Often there is no psychiatrist in Govt. Hospital or the one present is overworked. So people have no 
option but to seek private medical services which are costly. Many people cannot afford the cost 
and transport; especially those living in rural and remote areas. 


Although medicines succeed in most cases of SMDs, lack of regular treatment may cause a failure. 
This discourages the families about medical treatment. 


Persons with SMDs are unwilling to travel long distance to seek medical treatment. Taking them to 
the doctor often is difficult. This is also true for CMDs like neurosis or depression as the PWMI may 


_ be unwilling to accept that she/he has any problem and is in need of professional help. 


Lot of stigma and derogatory labels are attached to psychiatric illnesses and mental institutions. The 
stigma makes social interaction difficult. Therefore, families seek other help and avoid being 


labelled with mental disorder. 


The religious belief prevailing is conducive to faith healers. This also makes it easier to avoid the 
stigma of mental disorder in the family. As faith healers are more accessible, they are an easy option. 


There are many types of Faith Healers 


Religious gurus and saints mix philosophy and healing and offer valued advice but often of no avail. 
There are many TV channels giving out religious programs and discourses. There are many 
enquiries about what looks like a psychiatric problem and the usual advice is a mix of mantras, Japa, 
some herbs and may be yoga. Often this comes with some Karma or vidhi for shanti (pacification of 
spirits). Some reports about cure or improvement will be quoted time and again to reinforce this 
practice. It is not surprising that hundreds attend such programs for help. 


Bhagats are faith healers in rural and tribal societies. A bhagat (Bhakta) is a devotee of god. In 
isolated and remote villages this was the only help till recent years. They have quite crude 
measures such as offerings of a chicken or lamb, food, clothes, articles etc. (We know of a family 
who spent 4 years changing bhagats and sacrificing close to 100 chickens and a few lambs for an 
illness of schizophrenia in the family. They spent about Rs. 1 lakh on travel and offerings and since 
this did not work, the family took medical treatment which worked in a span of 4-6 months). But still 
Bhagats abound in villages, especially in tribal areas. Some Bhagats even use criminal means like 
beating up, torture, forced sex, social boycott in the name of possession by ghosts etc. Some 
organizations have tried training bhagats to change their practices and refer such illnesses to 
doctors. This has worked in some cases but generally they are unwilling to give up their hold on the 
Client. 


“ There are some semi bhagats who 
offer a range of solutions from metal 
implements to pujas or even purchase of 
precious stones. All this often robs the 
family of time and resources and only 
adds to the suffering. 


% The forecast teller is yet another 
category. There are different traditions 
like palmists, almanac readers, jyotish, 
rashi bhavishya and vastu advisors. 
Depending on the category, advices are 
given and followed, and some can be 
quite expensive. What is essentially a 
mental health issue, at times due to 

neuro-chemical changes in the brain, is seen as some external problem for irrational interventions. 
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What Community Mental Health Workers can do? 


It is not easy to remove the deep rooted system of faith healers in the society since even the educated 
families keep Spreading such ideas under the garb of religion. Confrontation with faith healers can often hurt 
the religious feelings of some or the other people. We need not expect big changes in one generation. 
However, we can do a lot to raise awareness, change attitudes and practices of people as regards seeking 
treatment from faith healers. Let us -- 


Create success stories by good treatment and follow up of PWMI in our locality. These positive 
Stories will spread and offer an option to families in need. 


_We can ‘engage some other groups or organizations to challenge the faith healers in your vicinity 


and bring out the truth. The local college teachers and youth may be able to help you in this effort. 


it is more difficult to counter the overtly religious leaders who wield more power and political 


influence. Faith healing is only part of their package. So long as it amounts to assurance and advice 
to seek proper medical treatment it is indeed wholesome. But itis a problem if itis dissuading people 
from medical treatment or misusing their plight to earn client following. This category calls for more 
resources and preparations to combat. 


As for fortune tellers of various types, a general scientific and rational educational programme is 
necessary. It is enough if we can limit their sphere of advice to things that are outside mental 
disorder. For example, we can do little and leave out people seeking advice for jobs, profit and court 


Cases. 


The old story of Emperor Akbar and Birbal holds 
true even in such cases. When asked to shorten 
a line without erasing it, Birbal successfully 
dwarfed the line Akbar had drawn by simply 
drawing a longer line aside and without 
touching the first line. In the same way it is a 
better and a long term solution to educate 
people, change attitudes and bring scientific 
temper in the society rather than attack each 
faith healer separately. However, if there are 
groups doing it as a commitment we should help 
them and spread demystification. 
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Activity 
Important keywords: Write 10 keywords in sequence that capture the essence of the above section. 


What do you feel? Are faith healers good to society? If yes how? When your family/friends needed a 
help for MH, which was their first choice - faith healers or doctors? Can you think now how the choice 


was made? 


What do you think? What is the relation between religion and faith healers? Which 3-4 points are 
easy to explain to people to demystify faith healers? 


Can we dothis? Enquire and make alist of popular and less popular faith healers in your area. What 
are their special points? Visit the most popular one and see the proceedings of that day. 
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9. ROLE OF A COMMUNITY MENTAL HEALTH WORKER 
(CMHW) 


We, as Community Mental Health workers (CMHW) can do many tasks. Spreading awareness, detection of 
SMDs, referral to a doctor, follow up, rehabilitation and helping the family in care are the important ones. 
However some workers do some tasks better than others. As others can also excel in other tasks, together 
we can make a productive team. So mental health is not a single individual or stakeholders’ responsibility. It 
is a team work. Doctors, nurses, CMHWs, family caregivers, other health workers and persons with mental 
illness themselves can make the team. 


Community mental health workers (CMHWs) are important part of the support system for the recovery and 
well being of the PWMI and the relief needs of family carer. It is true that presently in many places the 
government care provisioning system is deficient in this important aspect and that they do not recognize this 
legitimate role. 


In the present context, the CMHW is linked with local civil society structures such as - NGOs or community 
organisations (CBOs). Through such a Support group, the CMHW would have received basic training in 
community mental health work. The CMHW., being a resident of the local village or panchayat, could have 
good knowledge about the families residing there and the local care functionaries (ASHA, ICDS worker, 
ANM etc) of the government system. The CMHW and the Support organisation should make effort to involve 
the functionaries in supporting the PWMIs and carers. A trained CMHW can play an important role as well as 
be a friendly link to resources for the PWMI and family, who may be experiencing isolation. The CMHW’s role 
should include the following: 


Raising Awareness 
* Conduct community awareness campaigns on the possible symptoms of mental illnesses. 


* Raise awareness about mental health and symptoms of illnesses among other health workers like 
ASHA, Anganwadi Sevika, Rugnakalyan Samiti, Self Help Groups, Village Health Committee, 
members of Grampanchayat etc. In these meetings we should talk about mental illnesses, removing 
stigma, misconceptions etc. You may plan a meeting and also use other occasions to talk about 


mental health. 


* Emphasize that mental health is also a part of community development agenda. Talk about the high 
chance of success of care and treatment in controlling the symptoms of mental illness. 


** Prepare volunteers in each village/locality and train them by explaining the issues and tasks 
involved in care giving. 


* Observe World Mental Health Day -10th of October each year in your locality/ village. Invite families 
and other locally important guests to participate in this function. 


» Network with other CMHWs and share the experiences and information of the work. 
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Tackling Stigma 


Sumati's mother is unwilling to accept that her daughter, 
now 23 years old college student, has any mental 
problem that needs help. Sumati, a bright student of 
arts, is having some problems with her colleagues and 
friends. She had a boyfriend who also parted ways, 
perhaps because of some strange traits in Sumati's 
behaviour. Her symptoms aggravated when she shifted 
to an institute in another town for higher studies. She 
started getting hallucinations that teachers are out to fail 
her in exams. She also attempted suicide but friends 
saved her. Then she was shifted to some other college, where the symptoms worsened. A friend tried to 
convince the mother to get her some medical help, but Sumati's mother was afraid to do so, fearing problems 
on social front-marriage, education and bad name for the family. Finally, Sumati's maternal uncle convinced 


her to get help and promised to keep it a secret: 


This is an oft repeating story. Parents are unwilling to accept that there is a mental health problem in their 
children. The reason is stigma. A physical illness is often accepted and discussed, but mental problems are 
often hidden till late. Secondly, even minor problems of mental health are assumed to be major ones, so 
much so that few admit going to psychiatry specialists for even minor problems like anxiety. 


In many societies, SMDs are a cause of stigma. This is partly due to lack of awareness on the causes, 
treatment and its outcome. The immediate effect is hiding the illness and trying other means of help. The 
neighbors eventually come to know and itis a matter of concern for the family. The stigma also causes people 
to blame it on spirits and black magic. Sadly all these make things difficult as treatment gets further delayed . 
We therefore need to address the stigma factor. There are broadly two entry points for tackling stigma - the 
community and the family. Each entry point calls for different approach. For the community, awareness 
program, revelation of success stories and sustained persuasion can help. This is a long term process and 


may take years. At the family level where illness is an immediate problem to deal with, we need to be 
sensitive and careful. Here are some suggestions: 


* Always protect the confidentiality of illness information from your side. Do not divulge the 
information of an illness in the family to anybody else unless the family is open to it. 


Explain to the family about illness, treatment options, outcomes, success stories etc. 


*  Getthem to learn about the nature of illness from other families of PWMIs and how they have tackled 
stigma. 


*  Letthem choose to seek medical help. Never force any decision on them. 
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We can build a local Support group for the PWMI with the consent of the family. Family support 
groups (FSG) have important roles such as - Sharing of experiential and much needed practical 
solutions among themselves without being hindered by Stigma or confidentiality issues - giving 
Solidarity and moral Support - voicing their common needs etc 


It will take several weeks or months for families to accept the reality of the illness and find solutions to 
social problems like exclusion from community structures, cultural events and barriers to marriage 
even for other siblings in the family. It is better and easier if such needs are put forward by the 
affected families as a group (FSG). Arranging a meeting of the panchayat leaders with the FSG 
would be a good beginning. 


An enduring way of removing stigma is rehabilitation and gainful employment of the person. This 
leads to genuine acceptance within and outside the family. 


Detection, Treatment and Follow up 


Plan to organise detection and treatment camps at health centers. You may need the Support of a 
NGO ora CBO team to get it started. 


Make periodical visit to the affected family. 


Convince the family and the person to seek medical help as early as possible. Convincing PWMI 
with schizophrenia may be difficult, hence work with the family to seek medical help. 


Most important, refer and escort the PWMI to the nearest public hospital or health centre. This 
becomes a task in itself as the PWMI often may not feel the need to take treatment. PWMIls 
themselves do not realize that it is an illness and cause for treatment. The family may need help for 
this. If the PWMI is hyperactive or violent we may need a special vehicle and additional support of 


volunteers. 


If there is no nearby public hospital with a psychiatrist, goto aprivate psychiatrist. 


Visit the family once or twice every month to assess the situation. We can visit them once a month 


after the PWMI becomes stable. Try to check if the PWMI is taking medication and following the 


medical advice. 
We should talk about proper nutrition and other care of the PWMI. 
Try to convince family members about potential success after regular treatment. 


Plan and hold field consultation meetings with PWMIls and their family members. This will help us to 


_ learn from each other and improve relations among the PWMIs and the care givers. 
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Rehabilitation 


Take note of the economic situation of the family. Often the family suffers hardship while supporting 
the PWMI. This situation can improve after treatment. 


We need to think of helping the family for rehabilitation of the PWMI. The first level is to restore the 
person to the domestic or occupational work of the family. Sometimes we have to think of some 
other work for reasons of safety and capacity. We can also request self help groups to include the 
PWMI and carer as there could be some income generation opportunities through SHGs 


lt may be necessary to get occupational training for the PWMI. Some people may want to learn a 
vocational skill while others may like something else. Training institutes may be able to help formally 
or informally. 


In some locations stabilized PVVMIs have accessed work under MGNREG scheme. In such 
situations they are eligible for simpler work assignment and closer to their home. 


Ifthe family is BPL, help them to access proper ration card, supplies and other benefits. 


| Advocacy 


Persons with mental illnesses face grave violation of their human rights and deep rooted societal stigma and 
discrimination. Often they are denied appropriate health care. Their dignity and freedom continue to suffer 
within the family, community and institutional structures. Thus CMHWs are required to help in advocating for 
their rights and entitlements. 


a 


We need to ensure that the family is aware and takes care of the human rights of the PWMI. Human 
rights include right to life, dignity, justice, equality, freedom, rightful claim to property, medical 
treatment etc. Bring these to the attention of family members while taking care that you are sensitive 
to their feelings and emotional needs. 


Maintain good relations with the Govt. hospitals and doctors. Co-operation of doctors for mental 
health services is important. 


At times you may take an assertive path with the Government functionaries if due rights of PWMIs 
are neglected. Make sure you take along the PWMI and the family members. Insist on issues, but 
avoid personal conflicts. Always keep communication channels open for discussion. 


Help form self-help groups of PWMIs and carers. Where possible and if available, link them to such 


groups at block and district levels, which then can act as pressure groups to advocate for their rights 
and entitlements. 


Keep Records 


Keep a notebook for brief minutes of any meeting, with important details and names of members 
attending. 


2. Taking photographs can help in better documentation of the Progress. But you should do this only if 
the PWMI and the relatives give their consent. These photographs are only for case records and not 
for showing to anyone else. Remember, if you can't keep the photos in safe custody, don't take 
them. 


3. Keep aPWAMI treatment register with necessary details. Try to write the names of medicines. Make 
a monthly note of these details with each family. 


4. Maintain a file collection of all relevant mental health reports, Govt circulars and pamphlets. This file 


should be kept by the organization if not by every health worker. 
_ Ifyou have access to computers, enter your data about mental health in a separate file and folder. 
Keep the mobile numbers of relatives of PWMIs to send messages and reminders. 


Try to make asummary report every three months. 


Cae Ogee 


Note facts, figures and narratives about your work. This report will also help you to keep track of 
progress and deficiencies. 


Fig. | Main features of Role of aCMHW 
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9. Always plan for three months ahead. Take stock of the work done and unfinished work. 


10. Prepare alocal map of affected families with years of occurrence of illness. 
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it is a Team work 


Mental health work is essentially a team work. You are alink between the family, the doctors, counselors and 
other health workers. No one in this chain can do it alone. Do share the tasks and help each other. During 
moments of despair and difficulties, a team can support you. 


Mental Health workers are NOT EXPECTED TO TREAT MENTAL ILLNESSES AND SHOULD 
NOT PRESCRIBE MEDICINES. This is the job of doctors. However, knowing the basic information 
will help since, 


" __ PWMIs are often expected to take lifelong treatment. They may ask about side effects, duration 
eic. 

"Some drugs are only for short period. Persons should stop the drug as doctor advises. MHW 
may be called to check. 

"At times 2-3 medicines are given. It may be necessary to find out if PWMI is taking them 
regularly. 


Difficulties mentioned by CMHWS 


Problems of Awareness 


People are not aware and have misconceptions about mental illnesses 
No awareness about treatment/medicines 

Family members are unwilling to listen 

Difficult to gather people for meetings 

Treatment is often irregular 

People don't accept mental illness 


People consider this as some black magic 


Difficulties with Govt. services 
(2 
No facilities in PHC and CHC. 

— aN 


ANN % 
C. 


Govt Doctors are not very helpful. v4 


Problems related to Illness and PWMIs 


Mental illness is difficult to diagnose | 

General doctors have little knowledge of mental illnesses ’ @ 
| ifficult to categorize mental illness 
Stopping treatment after control of symptoms 
Difficult to treat PWMIs who have been kept tied up % 4 
Communication is difficult with PWMIs Y 

Giving up treatment if there is no cure in one week 
Feel discouraged if medicines don't work | 
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Problems of the family 


Financial problems in the family make it difficult 
Social tendency to hide illness 

Family members don't treat the PWMI with humanity 
Difficult to remove stigma of mental illness 
Neighbors often not co-operative 

More difficulty for women with mental illness 

Family members don't give time for care giving 
Social isolation of PWMIsisa major problem. 


Dependence on faith healers 


Activity 
Recap: Write 10 keywords and arrange them in order of high to low importance. 


What do you feel ? Do we need a CMHW because there are not enough doctors? If more doctors 
arrive, do we still need CMHWs or not? If CMHWs are necessary, state five points why so. 


What do you think? In the table of difficulties faced by CMHWs, which one can be addressed by 
CMHWs like us? 


Can we do this? Plan and conduct a meeting of 30-50 households for one hour session on 
awareness. Plan steps, make posters, gather people, call for questions and if possible, get help 
of a guest expert. Make a one page note on problems of implementation and solutions you 
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6. ROLE OF FAMILY CAREGIVER 


The family caregiver has a very important role in the care and wellbeing of the PWMI. He or she is often the 
nearest and sometimes the only support available to the PWMI. The service provisioning for the mentally ill 
persons, in the Indian context, is very poor. However, the strong family bonds in the Indian culture makes the 
families to persist in caring for the ill person. Of course in some desperate situations the ill person 
unfortunately is cast out of the family. 


The carer is selflessly committed in this role and service without expecting anything in return for self, except 
improvement of the ill person. Family and caregivers make many sacrifices in this process, and often at the 
cost of their own well being. We community mental health workers need to understand their needs and 
support them in ways that are required and possible. 


Key roles played by the family care giver 


BNI's study has brought out that family caregivers play five essential roles, especially in families with severe 
mental illness. 


a) Where the PWMI has lost the ability for self care or is unwilling to care for self, the carer is forced to 
attend to these functions. These include personal cleanliness, appropriate food intake, regular 
exercise and rest. Though the caregiver is forced to attend to these time consuming functions, they 
experience difficulties especially in situations such as - opposite gender carers may find it difficult to 
look after personal cleanliness; elderly or the very young carers may find the physical effort difficult. 


b) Where the PWMlis notin a position to adhere to the treatment instructions, care giver takes over this 
responsibility and keeps track of the changes and informs the treatment provider. The carer in many 
situations is handicapped by not having adequate information on the right sources of treatment, on 
the treatment process, the expected and unexpected side effects, and where to get help in a crisis 
situation. We community mental health workers need to be conscious about helping the care giver to 
get the needed information to be effective in their effort. 


c) The family and the carer are the only emotional support for the PWMI, who becomes dependent on 
them. They respond to this role even though they may be inadequately skilled or prepared for it. Due 
to this reason sometime they may act in wrong and unhelpful ways. Playing the emotional support 
role day in and day out can be emotionally draining and stressful. In some crisis situation such as 
during violent behaviour of PWMI, the carer may also need help. We therefore need to be 
empathetic to the emotional needs of the carer and help in working out ways to support them. 


d) In situations where the PWMI has lost social relating skills and has become isolated and alienated 
from surroundings, the carer is the only link and pathway for the PWMI to re-establish social 
relationships. This support role of the carer is often burdened further due to the existence of social 
stigma towards the family and the carer. Support from community mental health worker and carer's 
participation in family support groups would be useful to overcome such barriers; and the carer too 
can learn ways to support the PWMI to pick up simple social contacts. 
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6), Fhe Chronically ill PWMI is not economically productive. In addition, the time demand on giving 
care forces the carer to reduce or Stop their own income earning activities. A felt priority of such 
families is find ways to enhance their income. Family carer is the key to PWMI gaining 
economically viable skills, self confidence and helpful links to restart livelihood activities. These 
include joint efforts of the carer and the PWMI. We community mental health workers can 
Support in identifying and linking the carers to possible resources and opportunities. 


Support Needs Of The Care Giver 


As seen above, care giving for a person with severe mental illness is an extremely demanding and stressful 
role. The carer is limited by not only inadequate knowledge and skill, but also hampered by inadequate 
access to such sources. The access limitations result from the existence of stigma, both in the community 
around and also internalized by the family and the carer. The important needs felt by the family carers are: 


a) Access to helpful information such as - right sources of treatment, the treatment process, what to do 
-incrisis situation, what other support exists which they can access etc. Though such information can 
be obtained, disseminating them in many interior areas is not easy. The mental health worker can 

play an important role in dissemination of information. 


b) Need of reducing stress in their family and their own life. Carers need a Satisfying life for themselves 
outside of the caring role they do. They however may not believe it is possible to reduce stress in 
their life. They need opportunities to express their feelings of distress, anxiety, guilt, anger or fear. 
Much relief could be got through family support groups’ where affected families and carers share 
their feelings as well as their learning to help each other. The community mental health worker could 
also become a trusted person to support them. 


Cc) There is aneed for the carer to be part of the treatment plan made and followed. The carer is not just 
an informant (for professional's consultation), but a contributor to the recovery and wellbeing of the 
PWMI. Hence the carer needs to have a reasonable understanding of the treatment process and 
course of action, and their inclusion in the plan making process itself. An important aspect of the plan 
is on how the carer's own individual needs will be met. A carer who is able to take care of self is a 
more effective carer for the PWMI. 


d) The carer needs a 'voice' in highlighting the needs of the PWMI and the family, and to influence fora 
friendly functioning of the public provisioning support. They know best their needs in their context, 
and need a forum which will hear their ‘voice’. This is in addition to the need of PWMIs to have a 
‘voice’. Family support groups or self help groups are suitable forums for gaining a ‘voice’. The 
Mental health worker should be conscious of the needs of carers and respect and support them in 


possible ways. 


A Care Giver could ensure 


* Cleanliness of the PWMI and help him/her in self care 


Good nutrition of the PWMI 
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Regular medication. 

Rehabilitation and socially productive enterprise 
Social acceptance of the PWMI 

Participation by the PWMI in social functions. 


The above listed qualities and duties of a carer are the ideal ones. But we must realize that in reality it all gets 
affected by the family and environmental circumstances and constraints, carer's own needs, severity of 


mental illness and the level of support available. 


Activity 
Keywords: Write 10 keywords that capture the essence of this chapter. 


What do you feel ? Imagine you are a family caregiver for a person with SMD, what will be your 
major challenges? Which word will you choose for your attitude: duty, responsibility, burden, 
essential activity, cooperation, religious duty, spiritual duty, opportunity to learn, family 
chore...any other word? 


What do you think? Why most family care givers themselves feel the stress? State 3 or more 
reasons. 


Can we do this? Meet 2-3 family care givers, talk to them about what they do and feel-especially 
the tasks, difficulties, coping mechanisms, other help etc. Note down the same in 10 lines after 
the visit. 
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SECTION -2 


Mental Illnesses 
Commonly Encountered 


in Community Settings 


7. SYMPTOMS AND SIGNS OF MENTAL ILLNESSES 


Broadly, mental illnesses are referred to as SMDs (e.g. schizophrenia, mania, mood disorders) and CMDs 
(e.g. anxiety, depression, eating disorders, obsessive compulsive disorders etc.). Psychosis is used at times 
as an umbrella term for SMDs when the symptoms do not fall under a particular diagnostic category. 


Mental Illnesses come with diverse symptoms -- reported often by family members or friends. We can club 


them broadly into various disturbances. The person may have some or more of these symptoms. 


Sustained Change of Biological functions 
Sleep pattern may be irregular. Often the person loses sleep or sleeps a lot. 
Abnormal drowsiness in daytime. 
Appetite usually declines but rarely increases. 
Sexual desire may be lower or lost altogether. In some cases like mania it may increase. 


A taste for abnormal or non-eatable objects like paper, hair etc. should raise a doubt, though this is 
very rare. 


Disorders of consciousness 


The disturbance of consciousness could be short like after hysterical fit or panic attack or long as in 
SMD. 


Confusion is a mild disturbance of consciousness. 
Next are clouding of consciousness, drowsiness, lack of responsiveness (stupor) or even coma. 


Disturbance of orientation of time (what is the time or day?), place (where am | now?) and person 
(who am | or who is talking to me?) - this mainly happens in psychosis or addiction. 


Attention and Concentration 
Lack of focused attention is sometimes a symptom of mental illness. 
In children it may signal a learning disability. 
Motivation 


May be unable to start a usual activity (like attending to regular chores or cooking for a woman) due 
to lack of motivation. 


Loss of will and motivation often marks psychosis or depression. 
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Motor activity 


% May be less or more active than normal. 
% May get tics or twitching of some muscle. This often 
occurs 


on forehead, eyelids, lips etc. 


% Repeated sounds like coughs or grunts. 
% Mannerisms - are queer and purposeless movements 


like scratching the head, nose picking, shoulder 
shrugging etc. 


Some of these features are common to many people. Together with other symptoms, these features mark 
schizophrenia or other SMDs. 


Postures and Facial expressions 
* Strange postures may mark serious illnesses. 
* Sometimes expressions are exaggerated or diminished. 

Speech 
* May repeat sentences or words uttered by others. 
* Forceful speech suggests hyperactivity, often seen in mania. 
*  Talkativeness, shouting, untimely singing. 
* — Irrelevant and incoherent speech content. 
Perception 


Perception is a sensation through sense organs like ears, eyes, skin 
etc. Some PWMls may hear strange sounds and voices. They may 


see brighter colors or get smells without cause. 


* Illusions are deceptive or misinterpreted sensations like 


* 


seeing an animal in place of a shadow, tree, cloud etc. For 


instance, a woman suffering from schizophrenia often saw a 
ghost whenever she happened to see a tree nearby at night. 


Hallucinations are sensations without any real signal from outside, like one may see unreal scenes 
or hear unreal sound or voices like ringing of bells, calls from god, voices of dead parents etc. 


> 
+? 
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Mood 
Mood may be elevated or low. 
Heightened fear, anxiety, pleasure, sorrow or anger. 


Sometimes the mood is not proper or appropriate to the situation--like laughing out in a situation 


of grief. 
Mood swings are common to bipolar illness. 
Memory 


Remembering only the recent things or only very old things (like an old man remembering only 
his marriage but forgets all that happened thereafter). 


Distortion of certain events on recall (like recalling an event as a fight when it was actually just a 
meeting). 


Dementia is loss of memory - also as a feature of Alzheimer's disease. 

| Orientation 
May forget his/her personal identity-- name, age, relation, education etc. 
May have forgotten where his/ her house is situated and wanders about. 


Thoughts and Contents 


oS Disturbances of thought process-- thinking may be 
incoherent or illogical or may include unconnected 
events. 

% Some PWMis coin altogether new words known only 


to him/ her. (There is no such known word in that 
family or society) 


~ The thought process may be incomplete or 
directionless (a thought string starts and ends 
abruptly without any result or may wander in any 
direction). 


% Sometimes thought process is too slow or too rapid 
(flight or switching of ideas). 


Delusion is a core feature of psychotic disorders which is known as false, fixed belief not 
accounted for by the cultural or religious background or his or her level of intelligence. It can 
be about love, jealousy, threat, illness, fears, achievements, prosperity, power, education, 
relation etc. like one PWMI believed that he is a minister-when he was not. 
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Insight and Judgement 


* = APWML is often unaware of his/her mental illness. This often happens in psychoses or mood 
disorder. Hence a PWMI with SMD is unwilling to seek medical help even on suggestion. 


* On the other hand, insight about the illness is intact in CMDs. Hence PWMls with a CMD take 
medical help on suggestion or even seek it themselves. 


* APWMI sometime will have difficulty to make reasonable and responsible decision. Their 
judgement can be unclear in the areas of social relationship, self awareness and planning ability. 


A mental illness has to be diagnosed from symptoms (complaints), signs and behaviour (observations). 
There is no laboratory test to confirm the diagnosis. 


Activity 


S Recap: Write 10 keywords that are important and exclusive symptoms & signs of mental 
illnesses. 


** What do you feel? Did you ever get any of the symptoms & signs anytime in your life 
even for a short time? Can you Say therefore that it could be a mental illness you 
suffered? 


* What do you think? What does insight mean here? What is its importance? 


* Can we do this? During your visit to a DH mental OPD waiting hall, quietly note down 
visible symptoms/signs of patients brought for treatment without asking anybody/any 
question. 


2/ 


8. ABOUT MIND AND BRAIN 


The human brain is one of the most complex and magnificent organs in the human body. Our brain gives 
awareness of ourselves and of our environment, processing a constant stream of sensory data coming in 
through our sense organs (eyes (visual), ears (Sound), skin (touch), nose (smell), tongue (taste) etc.). It 
controls all our muscle movements, the secretions of our glands, and even our breathing, heart beating and 
internal temperature. Every thought, feeling, and plan is developed by our brain. The brain cells (neurons) of 


the various parts of the brain record the memory of every event in our life. 
Modern context of Brain and Mind 


The human Nervous System consists of brain and spinal cord. Human brain placed inside our skull has four 


major parts. From the top these are cerebrum, thalamus, cerebellum and brain stem (Fig.2). 


1. The cerebrum receives all sensations, controls all motor functions (movements), emotions, 


thoughts, personality, intelligence and memory. 


2. The thalamus relays signals from cerebrum to other parts of brain. Hypo-thalamus controls 
hormone glands and maintains consciousness. It also regulates hunger, thirst, body temperature 


and autonomic nervous system (this controls most internal body organs). 
3. The cerebellum maintains balance and coordination of the body. 


4. The brain stem that is situated in the base of the skull at the back of our head, mainly relays signals 
between cerebrum and the body. This happens through brain stem connecting with Spinal Cord and 
various nerves (Fig.3). Brain stem also controls breathing, swallowing, sneezing, coughing, 


hiccoughs and coordinates movements of eyes, head etc. 


9. The Spinal cord and the nerves, which lie inside our back bone and are connected to each cell of the 


rest of the body, carry signals between the body and the brain (Fig.3). 


We are now in the age of computers, which are also known as systematically processing machines that work 
somewhat like our brain. In the computer we can get mechanical or programmatic problems. Similarly, in the 
brain too we can get either some organic damage due to injury, tumor, infection etc. leading to physical, 
sensory or intellectual (mental retardation) impairments, or some program disturbance may be due to 


imbalance of chemicals (that help parts of the brain to communicate with each other) in the brain leading to 
mental illnesses - SMDs, epilepsy etc. 
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Fig. 2 Major parts of the brain 


mecenemmmremcreremrmmerces FREY hg 


Fig. 3 Brain, with spinal cord and nerves shown in body profile 


Now we know that the mind is that part of the brain that is located mainly in the cerebrum (front/top part of the 
brain). Here we get and interpret signals from the senses, construct thoughts, feel emotions, ue 
situations, give judgments, store and recall memory and signal the body parts to move and act. Neurological 
‘research has mapped the brain for various functions its different parts control (Fig.4). This is a very 
structured and wired mechanism that uses electro-bio-chemical signals for communication among different 


| parts of the brain (Fig.5). 
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It is now proven beyond doubt that damage to these parts in the brain due to attacks and head-injuries will 


affect specific functions. 


The brain functions through its million cells (neurons) and the inter-cellular gaps (synapses). The cell sends 
electro-biochemical signals through these synapses. These bio-chemicals trigger new signals for next cells, 
to take the communication (messages) further towards destination cells, where thoughts and feelings are 
created or where an order is generated for the body part that needs to act. Disturbances in the balance of flow 
of the bio-chemicals in the brain can cause mental illness. Modern medicine has interpreted these chemicals 
and signals and devised drugs that can modify these processes. Much of the psychiatric pharmacology 


(drugs) is based on the neuro-biochemical exchanges that happen in the brain. 


Some SMDs and CMDs have genetic causative factors. Some biochemical substances-esp. Nor- 
epinephrine, dopamine, serotonin and some hormones also influence mental processes. There is now 


nothing mythical or magical about the brain that faith healers or black magic can do to make a change. 


Fig. 4 Brain (as you see from the left outer surface) Section: 


Showing Major Functional Areas of Cerebral Cortex 


KSIDE 
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Fig. 5 The Internal Wiring of Brain Showing How the Parts Are Connected 


Activity 


* Recap: List out main parts of the brain and their functions. 


* What do you feel? Observe a monkey if you get an opportunity. What are the features that 
make human beings better equipped for life than a monkey? Did it cross your mind that 
monkey can also have a brain and mind? 


* What do you think? How does knowledge of human brain help us understand something 
about mental illnesses and other mental disorders? 


9. TYPES OF MENTAL ILLNESSES 


Although this is a job of doctors, it helps us to know the type of mental illness of the PWMI. With 


this information we can guess the severity, future course, period of treatment, outcomes and precautions 


to take. 


The international classification of diseases (ICD 1992) offers a matrix in 10 major categories of mental 


illnesses/ disorders as following (also see Fig. 6): 


13 


10. 


Mental illness due to disease or accidents where there is a brain damage for e.g. Dementia - Old age 
brain deterioration or other mental illnesses due to brain damage. 


Dependence/addiction of psychoactive substances - like alcohol, drugs etc. 
Schizophrenia or disorders with delusion (false beliefs). Schizophrenia is a long standing psychosis. 
Disorders of mood -- mania and depression. This may be mild or severe. 


Neuroses and stress related disorders - for e.g. anxiety disorder, OCD (Obsessive Compulsive 
Disorder), PTSD (post-traumatic stress disorder), symptoms of physical illness related to stress etc. 


Behavioral problems linked with physiological or physical disturbances for e.g. eating disorders, 
sleep disorders and sexual dysfunction (sexual aversion, excessive sexual drive etc.). 


Disorders of adult personality and behavior like paranoid behaviour disorder, disorders of gender 
identity and sexual preference or habit disorders like pathological gambling, Stealing etc. 


Mental retardation / intellectual impairment. 


Disorders of psychological development like specific speech articulation disorder (stammering), 
autism, etc. 


Behavioral and emotional disorders starting in childhood or adolescence - like attention deficit and 
hyperactivity disorder (ADHD), childhood anxiety disorder and phobias. 


However, for mental health workers, the most important categories are schizophrenia and severe mood 
disorders (mania or depression). A second list of mental health problems that the health worker may need to 
help are dementia, addiction, intellectual impairment (mental retardation - MR) and neuroses - all of which 
need different kind of help and treatment. Although, epilepsy is not categorized under mental illness, it is 


useful for mental health workers to have a basic knowledge about it. People with severe or chronic epilepsy 
may face mental health issues in life. 
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FIG. 6 CATEGORIES OF MENTAL ILLNESSES AT A GLANCE 
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The Indian classification groups mental illnesses as following: 


A. Severe mental disorders (SMD) - schizophrenia, mania, depression and bipolar. Some use the word 


psychosis to refer to SMDs in general. 
B. Neuroses and stress related disorders - These form part of common mental disorders. 


C. Disorders related to childhood, personality, addiction, physical symptoms due to stress and 


intellectual impairment (MR). 


Severe mental illness involves loss of connection with reality (delusions), severely disturbed thoughts, 


inability to carry on usual tasks and socially inappropriate behaviour. 


All SMDs need early medical help from a psychiatrist. Usually the person recovers in 4-6 months. CMDs are 
just the extremes of otherwise common human attributes. To clarify this with example, feeling sad after 
events like death or deprivation is normal to everyone. However, the sadness trigged by minor instances or 
the sadness staying longer and causing inability to work or return to normal life is severe depression. 
Therefore, the signs of such regular attributes like sadness, anger, suspicion, aggression, sexual desire etc. 
fallin the category of minor illnesses. Persons with such conditions often benefit from skilled counselling and 


continued psychological support. 
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10. PREVENTING MENTAL ILLNESSES 


Some mental illnesses can be prevented by preventive Strategies. Although the mental health worker 
cannotimplement them all, here are some points, which the worker may be able to act upon. 


Preventing Goitre & Fighting Hypothyroidism 


lodine deficiency is the cause for goitre, which is prevalent in some districts and an important health issue. 
Women with goitre are likely to give birth to babies with intellectual impairment (mental retardation). 
lodization of Salt is a public health measure against iodine deficiency. You can.check about people using 
iodized salt (sign of smiling sun on the pack) and keeping it in a closed box to prevent evaporation of iodine 
from it. 


Good childhood development practices 


Many CMDs are ingrained in the childhood due to bad child rearing practices. Beating and abusing children, 
the child seeing the parents abusing each other physical or verbally are common examples. Children who 
are abused tend to carry the violence into their adult lives. 


Genetic services to prevent Mental Illnesses 


Presence of SMD in some family member/s in 2-3 generations can be a cause of child born with SMD to a 
couple from such a family. If this information is available, the couple should consult genetic counselors who 
can give useful advice in this regard. 


Substance Abuse / Addictions 


Addictions, of which alcohol addiction is the most widespread both in cities and villages, is a common cause 
of mental illness. Though alcohol addiction happens to only 10% of users, there is no way to tell who can 
suffer addiction. Action is required at various levels to avoid addiction. 


Dementia 


Loss of memory, emotions and intellectual functions is a growing problem due to ageing. It is also linked to 
heavy metal poisoning. We can suspect its onset in a person through information from family members. It is 
possible to slow down the deterioration process through mental and mild physical exercise and vitamin 
supplements. 

Brain Strokes 


_ Hypertension (high blood pressure) is the biggest problem causing brain strokes that cause brain 
damage resulting in physical and/or mental disorders. Checking blood pressure routinely after 30 years of 
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age is a good practice. Brain stroke strikes usually after fifties and control of blood pressure is the best 


strategy againstit. 
Cerebral Malaria and other Infections 


Cerebral malaria and other brain fevers come in epidemics and can cause brain damage and mental 
disorders. Timely information from health centres, control of mosquitoes and early treatment of cases are 
good practices. Delay in treatment can be harmful. 


Early Detection and Counselling 


When the mental illness is already set in, early detection, medical help and counselling are best practices to 
manage and prevent worsening of the symptoms. 


Note your comments 
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11. SCHIZOPHRENIA 


Mathura is 20 years old. When | visited, her father sent someone to fetch her from the field. She came and 
greeted me. Now she is able to work and help the family-cattle rearing and most of farm work from sowing to 
harvesting. Four years back, Mathura's mental condition was So bad that they chained her in the cattle shed. 
The parents were helpless as she did strange things, shouted and attacked anyone or just ran awa y to the 
jungle. Unmindful of dressing and food, she hardly slept. All this started when She 2233S 
was about 14 years old and stopped attending school for two years, complaining 
of headache. The parents took her to faith healers and later to nearby doctors but 
they did not help. They spent a lot of mone y and lost hope and finally chained her 
Thanks to our health worker Pratima, the parents took her to the Rural Hospital 
where the doctor diagnosed and gave her medication. She became much better 
within 6 months, was able to dress properly, eat, sleep and even work. Now she 
complains of some pain in the head, but she is back to normal life. The parents are | 
greatly relieved. 


What is Schizophrenia? 


Mathura is one of the many persons affected with schizophrenia. With medication Mathura's behavior has 
now become almost socially acceptable. Surely, all of us have seen such a PWM in the society sometime. 
This illness was known in ancient India as Unmaad (disturbed mind). Unfortunately, other common but 
derogatory words like pagalpan (Hindi), veda (Marathi), paithiam (Tamil), huchhu (Kannada), pichivadu 
(Telugu) are ascribed to this illness. All SMDs are not schizophrenia. There are two other major disorders - 
mania and depression. 


This extreme form of mental illness- schizophrenia- (a lasting psychosis) may be found in every village or 
locality. The prevalence is about one in 100 persons! It is an incapacitating illness if left untreated. Someone 
needs to be attending to this PWMI. The family often suffers financially and socially! But we must remember 
that this is a state of mind and treatment most often makes the PWMI recover to a great extent. So we must 
avoid ‘stamping’ and 'stigma' for any such person. It is an illness of brain; like an illness of heart or bone! 
Some types are even temporary. The word for this illness was madness and we once considered this beyond 
treatment. The term schizophrenia is usually limited to severe and longstanding illness. Some groups try to 

avoid this word as it is associated with stigma and secondly, medicines along 
with psychotherapy can quite often control this illness. 


The illness often starts in teens or twenties and gets full blown in few months. 
The apparent trigger can be some stressful event (for example academic failure, 
loss of job or loss of loved one etc.) 


eg f tae 


The PWMI may offend others and may in turn suffer violence. This is often 
because others do not fully understand that the person is mentally ill. Gradually, 
\. when the neighbours come to realize this, it can lead to teasing, jeering and 
discrimination. This only worsens the illness. Family and community support is 
necessary for their rehabilitation. 
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It is worse when some families resort to tying up the person, one of the most pathetic things! Equally pathetic 
is to abandon the PWMI ina far away town or a railway station to beg. On the other hand, many such persons 
leave their homes in a fit and never find it back. It is important to rehabilitate them back to their homes. We 
recently read a news of a doctor couple in Mumbai who have put 3000 such lost persons back to their 
homes(See Page 42). There are also few organisations doing such work, a great humanitarian deed. 


Cause 


The illness is linked to neuro-chemical imbalance in the brain. Medical professionals think this is genetic in 
the family (there are some _ professionals who think this is familial rather than genetic) - present in parents or 
grandparents of either side - but not every child/person in the family gets it. We can draw a family tree and 
mark the affected relatives in 2-3 generations. As the illness never starts at birth or childhood, we may not get 


genetic history in every case. 


Sick 


There could be developmental causes from childhood. Sometimes the causes may combine both 
inheritance and problems in development. Many parents tyrannize and intimidate 
children. This should not be done as it lays deep and severe mental scars in the 
mind of the child. 


SUB-TYPES 
% The attack may stop after some days and the PWMI can return to 
normalcy. 
% Asingle attack, with lasting but partial recovery . 


* — Itmay often come and go with gaps of months. The recovery can be partial or complete. 


* — Insome it becomes continuous, without periods of normalcy. This subtype is hard to control. 
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RECOGNIZING SCHIZOPHRENIA 


We have to pick up the clues in the community we serve! Often it starts in youth-teens or twenties. The PWMI 
may have some of these symptoms: 


* Repetitive and irrelevant talking and shouting 
* Complaints of strange and unreal voices, unreal scenes (Delusions) 

« Has disturbing thoughts, such as someone attacking! (Hallucinations) 

* Has flea beliefs (like he/she is a god or goddess) 

* Agitation and restlessness or Docile and withdrawn, without communication 
* Unable to take care of self (cleanliness, food, sleep and self-care) 
% Shows lack of emotions, attention and apathy 


* Inappropriate behaviour- sometimes harmful actions like: 


* May attempt suicide or even attack others 
* May run away or return home anytime 

* Is disconnected from the real world 

* Loses orientation of time, place and situation; Often loss of self-awareness 

* Strange actions and mannerisms, without provocation 

* May fail to recognize even family members 

* Removing or tearing ones own clothes. 

* Unable to sleep for hours 

* Unwilling to come to doctors for medical test - no insight about illness or self! 

The person must have at least two of the symptoms typed in bold, to be identified as schizophrenia. 


The illness comes and goes in fits - stays for days and goes off. After some years, the PWMI may be 
perpetually in this state of mind. 


There is no lab test or investigation for this illness. Diagnosis is made from 
description by relatives, and interaction and observation with the person. 


lf these symptoms have been present for less than a month, the diagnosis may 
be of an acute psychosis. If they have been present for more than a month, 
schizophrenia is possible. If there is a history of episodes in which the person 
seems to recover completely, bipolar disorder may be the diagnosis. 
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How Doctors treat this illness? 


The good news is that effective medicines are available now for treating this illness, 
and most PWMls get relief or control in few months! The cost of medicines is not small 
but we can get it free from Govt hospitals. 


oS Common medicines are Chlorpromazine, Haloperidol, or Trifluperazine. You 
can find the dose, side effects etc in Appendix III on psychiatric-medicines. 
These are low cost medicines. 


Some other new medicines are also available ifthe common ones do not work well. 


Important: Medicines should be prescribed only by registered medical doctors and not by 
health workers or any other person. 


For those unable to take oral medicines, depot injections are available. The effects last for 4-5 
weeks. But side effects can be more troublesome with depot injections. 


About 75% PLWMls improve within 6-12 weeks with treatment. 


Regular medication keeps the illness in control, but stopping drugs 
often brings it back. 


Family members have to ensure regular medication and keep 
them safe from PWMI. 


A person can get additional improvement if access to 


psychotherapy is available. 


There is no permanent cure for this illness. One has to take medicines for lifetime like people take for 
diabetes and hypertension. About 70-95% of such PWMls can lead normal life with treatment, support and 
follow up. Conversely, in families and communities that cannot ensure medication and support, recovery is 
difficult. The success or recovery also depends on subtype of illness. 


Rehabilitation 


Apart from medicines, psycho-social rehabilitation is very important for the person's well being. 


Help the PWMI to continue the educational or occupational activity. Get counselor's help if 
necessary. 


Think of some recreational activities and see what suits the PWMI. Many persons like joining in 
bhajans, reading, involving in handicraft work etc. 


Physical activity-occupational and/or sports can help in many ways. 


Good nutrition will maintain health and energy. 
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for such couples. 


Some families may go for religious rites, faith healing etc. Make sure this happens in addition to the medical 
treatment and not instead. Advice them to avoid spending huge amount beyond their Capacity. Take care you 
co not hurt the feelings of family members while tackling this. 


* If we can group 3-4 affected families and Care giving persons as a support group, the feeling of 
isolation is lessened and there is more sharing and help. 


* There may be issues about legal right to property etc, and these need to be solved at times. Prevent 
exploitation! But remember that the family also needs to take care and there is some cost to this. We 
need a balanced approach on matters of property inheritance. 


Activity 
* Recap: (a) Which are 5 most important clues to recognize schizophrenia? 
(b) Whatis the success rate for control of schizophrenia under medical treatment? 


* Read the news story below. What do you feel? What is it that this doctor couple have done 
that most doctors don't? imagine what happens in the families who got their lost one after 
years! 


* What do you think ? problems regarding marriage and property become important for such 
a PWMI. What would you advise if your kin is affected? 


* Can we do this? get names of films on the subject of schizophrenia. Do see at least one 
such film. What is your learning? 


a ee 


Psychiatrist couple treat people with mental disorders 
wandering on streets, reunite them with families 


NEERAD PANDHARIPANDE 


BHARAT Vatwani is no ordi- 
nary psychiatrist. He is one 
with a golden heart, a fact 
3,000 families would vouch 
for. The Borivali-based psy- 
chiatrist Vatwani has been 
reuniting disoriented people 
with psychological disar- 
ders, wandering aimlessly 


on the streets, with thei 
families, Peas 

He vividly remembers the 
first mentally ul person, a 
schizophrenic, he had picked 
up from the streets and 
treated. A 

“Whenlsawhim,hewas [2 


’ ple. 


on the roadside drink 
ter from a gutter using a co- 


ADRIAN A me 


“Mental health issues must be seen not only in medical terms 
but just importantly, as human rights issue" 
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12. MOOD DISORDERS: MANIA, DEPRESSION AND 
BIPOLAR DISORDER 


Mood disorders include mania with its Subtypes and severe depression, and together they affect about 1.5% 
of the population. PWMIs have episodes of mania or depression but they have little insight about their illness. 


Mania 


Mr. Ugrasen Yadav, a lawyer in mid thirties, was seen threatening a client. Later he became quarrelsome and 
abusive. He had also taken to beating children and insulting elders. It had become difficult to control him and 
he was losing his clients. His family knew that he was hot tempered, aggressive, talkative and impulsive but 
did not think it was a mental iliness. He got some such attacks even before, but that was ignored. Thanks toa 
good friend, he could be convinced with some effort to seek medical help. He recognized that there was a 
streak in him, which needed to be controlled. He is improving now with treatment which is a relief to his family. 


Mania is linked with genetic, biochemical and developmental problems in childhood. Mania shows up as 
irritable, elated and overactive state of mind. The PWMI considers him or herself very important. The illness 
lasts for 3-4 months and shows full recovery in between attacks. This 
person is quick to react, ready to change focus and thoughts and 
enjoys a feeling of well being. The speech comes with force and often 
difficult to stop. False beliefs of greatness or threats from others are 
common. The person may be sociable, impulsive and tends to take 
activities with high risk. Sleep and appetite may also decline. He/she 
may like gaudy dresses. Men may feel higher sex craving. The person 
is not aware of the state of his/her mind. 


Clues for high’ or manic episode are: 


% Increased speed of talking 


; % Restlessness 


* — Irritable mood (getting angry easily); 
* Have grand ideas, not keeping with reality 


Treatment of mania includes medication: Counselling is necessary to ensure 
treatment and to safeguard relationship with others. 


Having a person with mania at home is difficult. Unless one knows it as an illness 
and finds solutions, other members in the family may suffer. Quarrels happen 
often, hurting others physically and/or emotionally. Women and children are at 
risk fiom this violence, but all cases of mania are not violent. Treatment often 


controls the symptoms. 
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Episode of Depression 


Kalpana was more of a silent and sad woman for many years. Her mood got worse after marriage and 
bearing two children. It was difficult for her husband to understand what the matter was with her. Her in-laws 
were also worried. After the demise of her mother Kalpana was upset, ate less and lost interest in everything. 
No one had a clue what to do. She tried to commit suicide by hanging from the ceiling fan but was saved. She 
made another attempt with a bottle of insecticide but was saved again. A friend advised the family to get the 
help of a psychiatrist. Kalpana was not keen but still agreed to it. And what a surprise?! In just two months of 
treatment and medication Kalpana was totally changed. Her mood is better now and she does her domestic 
chores with calm. She takes medicines regularly. If only they had known how the treatment can change the 
scene, some years of difficult period could have been avoided! 


Depression is more common in women and it normally starts in early youth. Lonely and separated persons 
are at a higher risk of getting depression. Attempting suicide is likely in cases of severe depression. The 
cause of severe depression includes genetic, biochemical and hormonal! factors. Isolation and separation 
increases the risk. Childhood psychological problems may also be a factor and so is stress in adult life. 


To diagnose Depression 


The person should have had one or more of the following symptoms for at 


SS 
= AT) least two weeks: 
(ZZ Ay ; SS Feeling sad: 
= = \( GZ h % Loss of interest in daily life activities; 
Yo} 'S ey 4 | 
WW, | ae % Feeling tense, nervous or worrying a lot. 


»~ MHCW can ask about other symptoms like: 


; My 1) ) 
a sae * Disturbed sleep, ear! i | 
pe \ \ Be Isturodeq sleep, early morning aanelaneael aT 


waking. 
% Constant tiredness 
% Loss of appetite 
% Poor concentration 
% Suicidal thoughts 
~ Palpitations (heart beating fast), trembling, dizziness: 


DS Aches and pains all over the body. 


Low sexual desire. 


The attacks of depression can subside but it tends to come back. The person 
may also get an indication of its coming. 
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Effective remedies / medicines are available for control of severe depression. Light therapy, magnetic 


A Vagus nerve stimulation etc may also help. Counselling, group therapy, family therapy and 
behavioural therapy are all helpful for tackling depression. 


Depression after childbirth 


Many women may suffer an attack of depression after childbirth. This is perhaps linked to pressure of work, 
domestic difficulties, of baby care, social taboo, about girl child etc. The mother looks sad, refuses food, is 


less eager to feed the child, sleepless and sometimes weeping. The illness responds to medical treatment 
and counselling. 


The family support and the supportive role of husband are crucial. We must recognize the symptoms and 
report to the doctor or nurse for help. Deep breathing exercises can also help. The depression may stay or 
recur for months. Take care that the baby does not get hurt; and the family must give more attention to the 
woman. Often the attack is mild and itis a fleeting depression. 


Bipolar Disorder 


Bipolar means succession of both --mania and depression-- the two extremes of mood. Typically the person 
suffers manic attack, recovers and then passes into severe depression. 


YOO ©O®@ 


The cycle of recovery and attack repeats. The age of occurrence of bipolar disorder is 20-30 years. There are 
many sub-types and the causes may combine genetic, biochemical, developmental, stress, sleep 
disturbance or hypothyroid illness. Mania may last for 3-4 months and depression a little longer than that. In 
such a situation, medical treatment is very important. 
Activity 
* Recap: makea5 point comparison between mania and depression states. 
* What do you feel? All of us get a high or low mood some time. How is it different from this 
mental illness? Have you seen anyone around who is sad or elated? What did you feel about 
them before? 


* What do you think? From history, we hear of persons bordering on mania or depression. Can 
you recount a few characters and imagine how the history would have changed if treatment 


was available then? 


*  Canwedothis? Visit affected families and learn about their lives. 
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13. WHAT COMMUNITY MENTAL HEALTH WORKERS CAN DO 
IN SUPPORTING TREATMENT? 


Our role as CMHWSs is important. It has been seen that 
many PWMls got well because of the MHW's support, 
while without it many PWMls and families have just given 
up treatment. So let us: 


% Make the families and groups aware of this 
illness, the early clues, that it is treatable and 
recovery is acommon outcome. 


% Try to remove the stigma around this illness. 
Motivate people to recognize mental illness 
and to seek treatment. If they see an 
opportunity and hope, they will seek support. 


* Inform them that medical treatment is available in Govt hospitals and it is not necessary to go to 
costly private care. Since the treatment is a long affair, advice the families to save on unnecessary 
expenses. 


* — If possible, try to sensitize Govt doctors to the realities of the family settings and background. Lack 
of concern by some doctors may discourage PWMls and consequently, the families may abandon 
treatment. This is a very sensitive role which should be done carefully. 


Emphasize with the family that this illness calls for sustained support and effort from them. Discuss 
with them the reality of this illness and tell them the success stories. Seek an opportunity to arrange 
a meeting with families who have suffered and succeeded. That is often the turning point. This 
changes their attitude, as mere info is not enough. 


* Explain the basics of care-giving, the usual risks, side effects of drugs, and give tips about keeping 
cleanliness, personal hygiene and care. 


It is not only illness in the family that is a concern, but the family often has other anxieties and other matters to 
_ Share and seek help. Open yourself for such concerns as a true friend. 
That will make us richer and more complete as human beings. 


Remember that some PWMls may take time to heal, so be patient and 


counsel the family as required. 


After 6 months of medical treatment and support from family and 
neighbours, Mathura is back at work! 
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Referring for Medical treatment 


Medical treatment is the mainstay of care in 
schizophrenia and mood disorders. Effective medicines 
are available and WHO has published a list of essential 
medicines for mental health (Appendix IV). 


Which Doctor can help us? 


The general doctors are unwilling to treat mental 
illnesses as they feel that some expertise is necessary 
for diagnosis and tracking progress. Some skill is 
necessary fort treatment of neuroses, personality disorders, addictions and organic illnesses; hence with 
some basic training, even general doctors can offer care to mentally ill persons. 


Take the help of psychiatrist's services, if available, at any public hospital. If a private psychiatric doctor is the 
only option, consider aspects like costs, acquaintance, distances, reputation etc. Try to build rapport with 
the doctors. Changing doctors too often is not helpful. 


Taking the PWMI to the Doctor / Clinic 


It may be difficult to take a person with schizophrenia and often with other SMDs as well to a doctor. We may 
need special transport for the first time. But we can also use public transport if the family is willing, and take a 
person to assist if necessary. This is more important in case of persons who are violent. 


Sometimes doctors may give an opinion and prescribe treatment even in the absence of PWMI. In such a 
Situation, the family should give correct / precise information. This is legally somewhat problematic, but has 
to be done if the person is simply unwilling to come but requires treatment. Once medication has started, 
control will be in sight after some period. Next time you perhaps can take the person along to the clinic. Some 
kind doctors may be willing to do a home visit to assess the person, in which case you can request a home 


visit as that can be helpful. 
Medicines and Follow up 


At home, giving medicines could be more difficult in some cases. The PWMI may be unwilling to swallow the 
pills, in which case one has to try different tricks every day. We can mix the pill in food in extreme cases of 
unwillingness to take them. But do ask the doctor how best to do this. Medicines can change the taste of food 
and this could be unacceptable. Another option is giving a monthly injection. After some control with injection, 
one can start on giving pills. We need to be aware that as soon as person's acute symptoms are under 


control, their consent to treatment must be taken. 
A monthly visit is essential for follow up. Do home visits once or twice a month especially during the initial 


treatment period to check on the situation / progress. 
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In about 60-70% cases, good control of symptoms is possible with the first attempt of treatment. For others, 
the doctor can decide on the options. One should not despair as there will be a way out. Early treatment, 
follow up of medication and care for PWMI are the keys to success. 


Some counsellors also offer help on problems of medication, side effects, care, social problems, 
rehabilitation and legal issues if any. Keep the cell numbers of such councillors with you and family members 


incase of need. 


In cases where person's symptoms are not coming under control, the doctor may advise about the option of 
admission in an institution. In case a PWMI is admitted, all safeguards must be followed to make sure that the 
person does not face any institutional abuse or their stay is prolonged unnecessarily. Family must be helped 
to maintain contact with them. Consent of the person with mental illness must be taken as early as possible, 
for follow up action. 


Handling a violent person with mental illness 


Aggression and violence are behaviors that hurt others and create complications in relationships. Acommon 
belief is that persons with mental illness are dangerous because they can become aggressive suddenly. In 
reality they are no more dangerous than anyone else. They are not naturally violent but a number of different 
reasons can lead a PWMI to become violent like: 


* Hearing voices (hallucinations) saying nasty things or as if someone is plotting to kill which makes a 
person fearful and attack in self defense. 


* Suffering from confusion about surroundings and people, the person becomes frightened and may 
become aggressive to ward off strangers. 


* Apperson suffering from addiction may become violent out of frustration for not being able to get 
alcohol or drugs, and feeling physically very sick. 


*  Aperson with mania may imagine that he/she is being stopped from working on his/her dreams or 
grandiose ideas, which can trigger anger. 


It is necessary therefore, to hear from family members the details of what triggers aggression in the PWMI 
and how it happens. It is important to talk to the affected person as well about what makes them angry and 
why? Also find out who the person trusts most. Such details can help in finding ways to address the 
aggression in the PWMI and to support the family in providing help in an appropriate way. 


What to do when a person is violent? 
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* First, try to calm the person by talking, reassuring and listening to him/her patiently. It is best done by 
someone who this person trusts most. 


Ifnecessary, with ANM's help, encourage the person to take a sedative. in case the person becomes 
more disturbed, seek further medical help. 
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* When a person is violent, it is important that other family members stay calm and not become 


emotionally charged themselves which usually incites the aggressive behaviour of PWMI. 


However, they must also take care of their own safety. 
* Once the person becomes calm, offer something to eat or drink. Talk to him/her about what 
happened and explain the need for seeking medical help or taking the prescribed medicines. 


* Refer the person to a mental health professional for further assessment and action for review of 
treatment. 


me 


Note your comments 


ee eee 
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Other Supportive Therapies 


Psychiatric treatment is not merely taking some pills or injections though these are essential for controlling 
some illnesses. There is also a need for proper psychosocial counselling services and other therapies. The 
therapist has to match a mix of therapies for the disorder and the affected person. We should help the family 
to choose other supportive and supplementary therapies along with medical treatment. The role of such 
therapies is to hasten control and recovery from the illness and to improve the quality of life of the PW/MI and 


of the family. 


These therapies help us ensure group sharing and a humanistic approach. Often specially trained non- 
medical mental health professionals use therapies like psychotherapy, behaviour therapy, cognitive therapy 
and family therapy. These are special interventions for which one should be well trained. There are also few 
other therapies which can be learnt outside of the academic institutions. We briefly describe below such 
therapies for further consideration. 


Psycho-Education 


Serious mental illnesses such as schizophrenia, bipolar disorder and major depression are illnesses with 
well-established symptoms and treatment, It is useful and necessary to give people practical information 
about their mental illnesses, how common they are, and how they can manage them. Here, treating the 
mental illness is the objective, towards which mental health professionals, PWMI, their families and the 
MHW need to work together. 


Psycho-Education includes the following: 
* Education about mental illnesses; need of medication and other allied services. 
* Guidance to the PWMI when they gain the ability to understand. 
* Information on assistance, especially during periods of crisis; 
* Need for psychosocial rehabilitation and guidance to care givers on managing mental illnesses: 
* Problem solving and about giving emotional support to PWMI and the care giver. 
Counselling 


Counselling is a process of verbal and other patterns of communication with a person to help in creative 
thinking and develop attitudes for healing and self-correction. Therefore, it is not merely talking or 
questioning buta skillful art and technique of building self awareness and insights for self help. Counselling is 
normally done by professional counsellors, which often precedes and follows the medical treatment from a 
doctor. 


Normally, counselling is a personalized process between the PWMI and the counsellor, and often a close 
family member is allowed to be part of this process. The process could take several sessions since becoming 
aware of the situation and what needs to be done cannot happen overnight. Counselling will differ with the 
type of disorder and the personality of the PWMI. Experienced counsellors can help substantially to improve 
the outcome of medical treatment. But an inexperienced person could be non-productive and can even be 


counter-productive. It would be useful for CMHWs to learn basic counselling skills for their interactions with 
PWMI and the care givers. 
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Group Therapy 


Group therapy or Group consultative therapy is basically working with several people at the same time. It 
improves the outcomes due to shared hearing, peer learning, fellow feeling, learning from others' mistakes, 
observations of others and self reflections. Members of the group feel encouraged from other's efforts and 
gains. Alcoholics Anonymous for those dependent on alcchol is an example of successful group therapy in 
mental health. One or two therapists are necessary for the group therapy to be effective. 


Self Help Group / Group consultative process 


There are support groups for many illnesses. This is an extension of group therapies. Now we have support 
groups for persons with various mental disorders like MR, Autism, dyslexia, cerebral palsy, epilepsy, 
schizophrenia, dementia, addictions (and non-psychiatric illnesses like diabetes, heart diseases, cancer 
etc). Often the support groups involve the PWMI and caring family members. We can form support groups 
even in village cluster levels. This makes the family and PWMI to be open and share the pains and gains 
across. 


The learning platform is for sharing technical, emotional and socio-economic issues. In one of the groups' 
consultative meetings, members were able to solve the issue of travel support for the PWMI and the family 
while seeking medical care from the district hospital. They also agreed to explore local resources to bear 
some costs. Such discussions and suggestions are possible in groups and not in discussion with individuals. 


Art Therapy 


Art Therapy is asking the PWMI to draw 
some diagrams and interacting with 
him/her to explain them. The thoughts and 
ideas expressed by him/her could give 
some clue about the problems and 
frictions in the mind of the person. 


- It is found to be effective, while working 
with children with any emotional 
disturbances as well. 


Yoga 


Yoga is an ancient Indian discipline of training the mind through physical efforts. The usual physical 
exercises depend on the muscular effort and sympathetic system that is active in flight or fight. In contrast, 
Yoga banks on relaxation techniques and of the autonomous nervous system. 


> 


* Yoga consists of select postures (Asanas) to stretch and relax the limbs, rest and invigorate the 
organs and the muscles. Learning it properly and doing it without pain and discomfort is important. 


Another essential part of Yoga is controlled breathing through various types of Pranayamas. The 
simplest pranayama is slow inhalation and slower exaltation. This calms the autonomous nervous 
system, improves oxygenation of tissues, relaxes mind-body and improves wakefulness. 


Concentration of mind is essential in Yoga. This helps in training the mind to focus on self. This helps 
even in learning. 


Special processes like Shavasana and yoga-nidra are great help for unwinding the body-mind and 
to enter a self-created world of trance. 


Yoga can improve health, prevent and sometimes overcome ailments like grade 1 high blood 
pressure or other psychosomatic illnesses. The word Yoga therapy is now used and there are 
institutes researching on this therapy. 


Health workers can learn the basics of yoga and help PWMls to perform these activities. Unless you are 
reasonably well trained in yoga, do not try to train others. One needs to learn yoga from experienced 
teachers. Besides learning, check with professionals on possible constraints for PWMI. 


_ Ayurveda 


Ayurveda has been concerned with mental disorders for centuries. Although not parallel to modern 
medical understanding, Ayurveda offers explanations and solutions to many medical illnesses. 
Ayurveda employs terms like Vata-pitta-kafa to explain some of the disorders. Severe mental 
disorders are known in Ayurveda as Unmaad. 


It is not suggested that Ayurveda should be used instead of modern medical treatment. But many of 
its concepts of nutrition, ritucharya, apathya and pathya may be helpful in alleviating the severity of 
the illness. 


Some herbs are known to help in brain disorders. These include yashtimadhu (liquorice) and shilajit. 
Consult a Vaidya with experience of treating mental disorders for such treatment. 


Along with Ayurveda, Unani medicines are also in use for intellectual improvement. But these can be 
complementary therapies and not alternate options for modern medical treatment. 


Homeopathy 


Homeopathy uses specific psychological symptoms as important clues to decide on the medicine for a given 
illness. This fine-tuning and selection of medicine is an amazing feature of homeopathy. Often homeopaths 
see that queer psychological symptoms get magically cured with a precise homeopathic remedy. Yet no 
homeopath can surely say that a given psychiatric illness can be cured with his treatment or a select 
medicine. These are good chances to be taken, but not as an option to modern medicines. Psychiatric 
medicines essentially correct neuro-biochemical disturbances, in which homeopathy can help if given in 
addition. It may be worthwhile to try an experienced homeopath before or along with the usual medical 


treatment. If the control of symptoms is not seen in few weeks, one can switch to or continue only with 
conventional medical treatment. 
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Limitations of Alternative Therapies 


Though there is substantial role for complementary therapies, we should Stay away from faith healers and 


healers posing as religious leaders for treatment of any SMD. This can be a waste of time and money. One 
should go instead for a proven scientific treatment. 


Modern medical treatment of psychiatric illness, especially the major ones, is a well researched system. We 
also know the constraints, limitations, side effects and failures of these treatments. This is not the case with 
other alternative therapy such as Yoga or Ayurveda. However, there is no doubt that together with proper 


medical treatment, psychosocial counselling, group therapy and consultative process, yoga etc can greatly 
help to hasten the recovery of the person. 


Activity 
Recap: Enter one keyword about each therapy. 


What do you feel about this statement? It is better to take the medicines than to try counselling 
sessions, yoga etc. 


What do you think? Take medicines and forget the illness!? 
Can we do this? 


(a) Visita DH pharmacy and see the various medicines available for mental illnesses 


(b) Learn slow breathing and practice it for 10 minutes every day. 
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14. LAWS, ETHICS, RIGHTS AND RESPONSIBILITIES 


The entire mental illness scenario is a complex interplay of mental impairment, human behaviour, prevalent 
social beliefs and attitudes, stigma, exploitation, neglect and often violence in subtle or gross ways. Laws 
and practices to control persons with mental illnesses have been in existence since ancient time. The 
modern laws in India spring from the British rule. There are many laws which are currently affecting this 


sphere directly or indirectly. 


Aperson with mental illness can often be a victim of neglect or gross violation of their rights by the society and 


professionals. Here are some of the ways in which they can suffer. 


Not allowing persons with SMDs to enter public spaces like schools, temples, markets, restaurants 
etc. 


Denial of education for children with even mild/ moderate intellectual impairment (MR) or with 
difficult behaviour because of emotional problems. Unfortunately, the overcrowded classrooms, 
lack of sensitivity in teachers, inability of teachers to prevent other children from teasing them often 
leads to self-exclusion of the affected children from schools. 


There is a clear divide about physical from mental illnesses as regards social attitude. For e.g. 
people will rush to help a physically injured person or someone with disability (a blind person, for 
instance), or a person in pain, in an injury or a woman during childbirth. This is no doubt welcome. A 
society shares the pain of these people and tries to make arrangements for help or transportation 
and sometimes even with donations. The same is not true for a person with mental illness. Not many 
people know that this is essentially a neuro-biochemical condition that can recover with medicines 
and other therapies. This may be why people sometimes neglect or resort to teasing and taunting or 
worse, even violence and abuse. We need a lot of awareness in the society for treating mental 
illnesses objectively and empathetically. 


Even medical professionals tend to neglect psychiatric illnesses as something beyond treatment or 
to be left to psychiatrists. Mental illness is often equated with mental hospitals/institutes or 
sometimes with shock treatment. The fact that there are simple measures that can change the life of 
a person with mental illness is not understood. 


Violence against persons with mental illness (especially with intellectual impairment (MR)) is more 
common. Sexual abuse may also take place in special institutes. It happens also in case of persons 
with some SMDs. Apart from this gross violence, subtle psychological insults are commonplace. 
Verbal abuse, neglect, forced labour or overwork, unsafe work conditions, unclean surroundings 
are all there if we look for it. 


This violence is sometimes from the family members themselves. Some of this violence comes due 
to helplessness and lack of awareness. We may see persons with SMDs chained for fear that they 
can't be controlled or they are beaten by faith healers or even hospital ward assistants. 


Neglect of food, medical care, denial of social interaction is also common. 
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Human Rights Perspective 


We surely need greater awareness about the nature of these illnesses, causes, treatment, care options and 


outcomes. Ata higher level, we need to recognize these issues as basic Human Rights of individuals living 
ina society who need care and support. 


We must discuss human rights of persons with mental illness in the framework of constitutional 
rights. The right to care, development, education, institutional support, protection and life support 
including food and clothing are the essential components of the constitutional mandate for rights. 


The gender angle is a special issue to consider. Girls and women suffering from mental disorders 
are especially vulnerable for both subtle and gross violence and abuse, as often they can be 
overpowered easily by family members or outsiders. They may be subjected to hard work i.e. some 
time even inhuman work. Pregnancies, abortions or even child births can be much harsher in the 


_circumstances. 


Abandoning the person with mental illness has been a practice not uncommon. Many are left to beg 
in the streets, railway stations, temples and pilgrim centres. Ahumane society needs to care its sick 
and ailing and so should the State and the Government. We need more Caregivers, rehabilitation in 
the community, special homes, institutes and health centres. (It was in news that a doctor couple in 
Mumbai has helped over 1,500 homeless people with SMD back to their homes and families. ...this is 
indeed a great humanitarian deed.) 


We need to prevent mental illnesses, detect them as early as possible and arrange for proper care, 
treatment and support. The outcomes will demonstrate to the society that these persons can also 
live like others with dignity and even contribute to the family and society. 


Law and Mental illness 


Provisions in the Constitution of India 


The Constitution of India under Article 21 has guaranteed the Right to treatment as a Fundamental Right. 
There are special provisions for the safety of the persons with mental illness under the Mental Health Act, 
1987. The United Nations (UN) has affirmed that a person with mental illness should, at all times, be treated 
with humanity and respect for the inherent dignity of the person. The Government of India is a signatory to the 
UN Convention for the Rights of Persons with Disabilities (UNCRPD), which includes rights of persons with 
mental illnesses. Following the provisions of UNCRPD, the Mental Health Care Bill 2014 has been proposed 
which will replace the Mental Health Act, 1987, as there are many clauses in the existing Act that are in 


contradiction to the principles and spirit of UNCRPD. 


Provisions of the Mental Health Act, 1987 


This Act provides for: 


4. 
+, ” 


Supervision and licensing of mental health facilities. According to this Act, all mental health facilities 


must be licensed by the Mental Health Authority of the respective state. 
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Guardianship and Management of properties of persons with mental illness. 
Involuntary admission and discharge of PWMI. 
Role of police in facilitating involuntary admission of PWMIs in homes’ institutions 
Functions and duties of the State Mental Health Authority. 

Provisions of the Persons With Disabilities (PWD) Act, 1995 


* Equal opportunities to the disabled, protection of their rights and for measures to bring about their 
full participation in society are specified. A Severe Mental Disorder (SMD) is recognized as a 


disability under this legislation. 


* The Chief Commissioner appointed under this Act has powers of a civil court to punish 


discrimination and injustice to persons with disabilities, including mental illness. 


* Care givers need to look up this Act for various benefits such as the Identity Card that entitles the 
PWMI to railway concessions, employment loans; IT rebates (under Section 80DD and Section 80U 
of the Finance Act, 2003). However, it is observed that in many places, PWMI face great difficulties 


in availing the ID card and the benefits. 


* Three percent reservation in Government jobs is available for persons with other disabilities but not 


for persons with mental disabilities. 


* Similarly, there is a right to free education for all persons with disabilities up to 18 years of age. 
However, mental illness strikes around that age. There is no such specific provision for them for 


higher education or for learning new a skill. 


* There is a provision for a lot of rehabilitation programmes under this Act for persons with disabilities, 


but it does not include any for persons with mental illness. 


The PWD Act, 1995 in many ways is not rights based but a welfare oriented Act. After the ratification of 
UNCRPD by India in 2008, the above Act is being replaced by a new Disabilities Act, which will be in 
alignment with the provisions of UNCRPD. In this regard, the Rights of Persons with Disabilities Bill 2014 


which is in the process of becoming an Act will be much more progressive. 
United Nations Convention on the Rights of Persons With Disabilities (UNCRPD) 
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* | UNCRPD is one of the latest in the lists of UN conventions (a legally binding human rights treaty 
between countries) that India signed and ratified in 2008. 


It is by far the most progressive and is to help make sure that children and adults with disabilities 


have equal access to all human rights and can participate equally in all aspects of life. 
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It is important to understand UNCRPD vis-a-vis mental illness and other mental 
disorders / disabilities as it ensures for them through Article 12 on Equal recognition as 
persons before the law, who enjoy legal capacity on an qual basis with others in all aspects of life - a 


right that has been denied to such people until now under the Clause of ‘people with unsound mind’ 


in all the other national laws, including our Constitution. 


* 


When the provisions of UNCRPD are included in the new Act and enforced, it would mean that 
persons with mental illness and other mental disabilities can vote and contest in elections, hold 


| public and private positions, own property, sign legal contracts, make all decisions concerning their 


life including about their treatment. 


The UNCRPD also states that perceived or actual deficit in mental capacity cannot be a basis for 
denying legal capacity to any person. Instead, it puts the responsibility on the Governments to 
ensure support to such persons to be able to exercise their legal capacity to make supported 


° 


decisions and remove substituted decision making by the State or the guardian. 


Thus India has begun the process of modifying its existing laws, starting with country's disability 
laws. The UNCRPD must be studied carefully in terms of the rights and responsibilities it gives to 
persons with disabilities and the methods proposed to access those rights. 


Other Laws 


Indian Contract Act 1872 


A person of unsound mind is legally competent to contract if at the time of making the contract the person is of 
sound mind. This may apply to persons with mental illnesses when they are free of symptoms, but not to 
persons with intellectual impairment (mental retardation) and other mental disabilities like autism etc. 
However, if there is unsoundness of mind at the time of making the contract, such a contract is voidable in 
| Law. Hence, if the contract of a person of unsound mind is challenged, evidentiary proof on soundness of 


mind when the contract was made would be required. 


The Indian Succession Act 1925 


This law lays down that only a person of sound mind can dispose of property by Will i.e. persons with mental 
iliness/disabilities neither can own nor dispose of property. For persons under treatment for mental illness 
under the existing legal provisions, the safest option may be to set up a private trust under the AN LES 

‘Act. (State Bank of India, Estates cell division provides services of Trusteeship or co-trusteeship for 


_ beneficiaries of private trusts). 
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Marriage and Divorce 


These issues are dealt with under the Hindu Marriage Act 1955, the Special Marriage Act 1954, the Indian 
Divorce Act 1869, the Parsi Marriage and Divorce Act 1836 and the Muslim Law. Based on most of these 
laws, the courts if approached, often grant divorce to spouses of persons with mental illness.Criminal acts by 
persons with mental illness and other mental disabilities, and protection in the law are covered under the 
Criminal Procedure Code and Indian Penal Code. 


Activity 


Recap: Note the various provisions and facilities available under the laws to a person with mental 
illness. 


What do you think? How can we fight with the family for safeguarding human rights of the PWMI, 
who is supported by that family anyway? 


What do you think? A man known to have mental illness is found guilty of murder. The lawyer is 
unable to prove that he suffered a mental disability that provoked the happening. Is giving a life term 


punishment just for the person? 


Can we do this? Visita DH and enquire about getting a certificate for a PWM! having SMD. 
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15. SALIENT FEATURES 


This handbook is for mental health workers, Care givers and for others, besides medical st 
wish to work on mental health issues. 


aff or experts, who 


India has mental illnesses both in urban and rural areas, just as in any other country. About one person in 
every 100 may have SMD. 


India has a huge gap in the need versus Supply of health workers, mental health institutes and services, both 
in public and private sectors. We need more of them in every district. Then we also need mental health 


workers, not only doctors and nurses, to work in the community on promotion of mental health. 


CMHWs can fill the huge gap in the community mental health. They can raise awareness, help in early 
detection and treatment, make visits and follow up, attend to difficulties and encourage and support PWMI 
and the family. CMHWs can improve social acceptance of mental illnesses and the PWMI. CMHWs do 


experience difficulties; which we need to overcome through understanding and building appropriate skills. 


However, this handbook does not expect CMHWs to tackle addictions, intellectual impairment (MR), sexual 
disorders, personality disorders or dementias. We need to raise awareness about these illnesses, inform 


where to find help to those in need, and support them in accessing that help. 


Family care givers need to prepare themselves for good home care, accept the PWMI and play an active role 


in healing and recovery. Teamwork is necessary to make this happen. 


It is possible to pick up symptoms and signs of mental illnesses from the lists given in this handbook. But do 


not stamp an illness based merely on these symptoms; let doctors do this in a systematic way. 


Prevention of mental illness is possible to some extent. Prevention of Goitre, genetic and ante-natal 
counselling, better childhood development practices, tackling addictions, preventing brain strokes are some 


of the prevention measures. Early detection and treatment is also a strategy to prevent disabilities. 
Dementias are rising with an ageing society. Childhood development problems are not less and persons with 
epilepsy also need support. We need to do a lot more work in these areas too. 


We now have good medicines for many mental illnesses. Even in SMDs, we have a 60-70% success rate. 
Doctors can try different medicines in some cases if need be. These medicines should be available in all 
public health centres and hospitals. Most medicines are low priced, except the new ones. Care givers in the 


| family should understand these medicines, safe-keep them and ensure regular medication to PWMI. Some 


medicines have side effects, for which we need some help from doctors. 


Govt. health centres need to be more proactive, responsive and sensitive to the needs of PWMIls. 
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Medication is not the only way to treat a PWMI. There are alternative therapies too, though not as substitutes. 
Yoga has an important role in improving MH, supplementing treatment of MI and as group activity. Research 


is necessary for using alternative remedies in mental health. 


Psycho social therapy is important in mental health. Other useful therapies include counselling, group 


therapy, art therapy and support groups. 


There are also social and family matters to discuss and seek solutions. Group processes are of great help for 


this aspect. 


Rehabilitation is an important area of work. Where possible, PWMIs need to get back to their earlier work. 
Safety, dignity of work and guarding against exploitation of any kind are important. Special training on these 


aspects may be necessary. 


Faith healers have a very limited role, mainly on comforting the persons. Some faith healers may actually 
worsen matter, cause delay and a waste of money. Let us cultivate a rational! and ethical approach on mental 
health, demystify the issues and illnesses. However, some projects have successfully trained faith healers to 


augment the coverage of mental health services. This is possible with careful planning.. 


Indian MHAct 1987 has some limitations as it is mostly about mental institutes, but needs to help improve the 
MH services and facilities. Let us hope that the upcoming new legislations (Rights of Persons with 
Disabilities Bill 2014; Mental Health Care Bill 2014 and Mental Health Policy 2014) would be progressive in 
terms of ensuring the rights of PWMIs. 


We also have constitutional rights to livelihood, human dignity, care and safety. Often these aspects are 


violated, sometimes even in institutes. The society has to change its attitudes on mental health and PWMIs. 


When you see an abandoned person in your area, you can approach the local police station for help. The 
police may try to find their family homes or some special homes of care. The police will inform through their 
network about lost people in your area. Such abandoned and lost people are an indicator that our work is stil! 


unfinished and we need to do alot. 


We need to work to remove stigma about mental illness. This will happen with better awareness, education 
and early treatment of most cases, respect for human rights and a humanistic culture. Mental illnesses are 


illnesses, not curses! We can, in most cases, treat the illness and restore the person to their home and to live 


anormal life. 
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SECTION -3 


Other Disorders Affecting 
The Brain And Existing 


Care Services 


APPENDIX | 


MORE ABOUT MENTAL HEALTH 
FOR A WIDER KNOWLEDGE BASE 


Epilepsy 


Kamala, now aged 8 years, has been taking treatment for fits. She had her first fit when she was 3 years old 
and was in the anganwadi. The frightened Anganwadi teacher sent for her mother and told that Kamala 
suddenly became very stiff, fellon the ground and started trembling. Her mouth was frothing and the eyeballs 
rolled up. A strange crying sound was all that the child could utter and did not respond to any calls. She even 
urinated in her clothes. She became unconscious and fell asleep. All the children got frightened and ran 
away. 


The frightened mother took her daughter to the PHC. The Doctor asked the details and told her it was 
epilepsy and she needs to take treatment if fits come again. Kamala had another fit in two months. The PHC 
doctor told the parents to take her to a child specialist in the district hospital. This was to confirm the illness, 
rule out any other cause and to perform certain tests. He also asked his counsellor to meet the parents to 
explain other aspects of care besides giving medicines. With treatment fits were less frequent but Kamala's 
learning ability was somewhat affected. Fits are now controlled with medication. 


What Happens n Epilepsy? 


Friends, we have often seen or heard about a person or child having had a fit. If it is the first time, you may be 
shocked by seeing the person having fit. But all fits are not epilepsy. Fever is a common cause of fits in 
children. Only 20% of children with fits are affected with epilepsy. 


There are few types of epilepsy. The type of epilepsy is diagnosed from its description; for which a doctor's 
help is necessary to confirm the type, cause, eliminating other 
3, Causes and to decide on the course of care. 


Epilepsy is not a psychiatric illness, rather a neurological one. 
Medicines can prevent fits but they can also affect the 
activities and learning of the child. Hence the child or the 
person needs support of the family to continue schooling, or 
for an adult to choose some risk-free occupation. The illness 
affects about 1 in 200 persons, and the risk of fit occurring can 
persist as it can continue in adult life too. 


Epilepsy is due to a sudden electrical storm in the brain. 
Genetic cause, brain injury during birth or birth hypoxia (less 
oxygen supply) or some other factor may also cause epilepsy. Often the cause is not known. 


The events in epilepsy include a premonition of the event (called aura), twitches, rigid flexing up of limbs, 
falling down and followed by severe shaking of the body for 10-30 seconds. The fit is typical - rapid and 
repetitive movements of limbs, neck, face etc. Muscle weakness and headache are usual after effects. 
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During the fit eyes are open and turned upward, saliva flows and breathing halts for some moments. The 
child is confused and may become unconscious and have along spell of sleep after the fit. 


The fit can come to anyone, anytime. Commonly the EEG (electro-encephalograph) test (after the fit) is 
helpful for diagnosis. The neurologist will decide about this. 


Usually the person fully recovers after the fit and the risk to life Is rare. If the fit (active tremors) does not stop 
inS minutes, we mustrush the person to a doctor as itis an emergency. 


This illness usually crops up in early childhood (preschool) but the fit may not recur for 2-3 years in some 
cases. In others, it may come more frequently and last for life, if not treated. Hence the doctor should decide 
on whether to start medication or manage without it. The parents and / or the older child need to take an 
informed decision about treatment. 


Medicines and other Therapies 


7 
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* Normally a doctor does not start medication for epilepsy right from the first fit. They wait and if there 
is not another fit in two years, they may not startit. Many children do not need any medicine if they do 
not get the secona fit. If the fit recurs in two years, then medicines are necessary. 


* Medical treatment for epilepsy combines 1-2 drugs that are cheap and effective. With medicines 
about 60% of epileptic persons can be in control and live without getting it. The doctors will decide 
when to stop medication. Medicines are usually given up to four years and the situation is reviewed. 


* Explain to the family to safe keep the medicines. Ask a family member to take the responsibility of 
giving it regularly so that the child does not take more at one time, which is unsafe. 


* The common side effects of anti epileptic drugs include drowsiness, restlessness and a state of 
confusion in thinking. These can affect learning and other performances. Some drugs cause mild 


tremor, dizziness and headache. 


* Women with epilepsy need special care as regards birth control, menstruation, pregnancy, breast 
feeding and some ovarian disorders. The counsellor and doctor should advise on these aspects. 


* The person with epilepsy and the family need support and encouragement from health workers and 
counsellors to sustain long-term and sometimes lifelong treatment. The family should accept that 
this illness could somewhat limit the child's development and opportunities. However, positive 
frame of mind with encouragement from family, friends and society at large, a near normal life is 
possible. Safety and risk free lifestyle is most important. Support group meetings will be very helpful 


for sharing of pains. 
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What Community Mental Health Workers can do? 
Detection of epilepsy cases, getting them to seek medical advice and counsellor's help are the 
basics to start with. 


We can reassure the family and the child that treatment is usually very effective and can be stopped 
after few years. If fits do not stop, some other therapies are available and there is no need to despair. 
Reassurance often makes a difference between staying with treatment and no treatment. So your 


role is very important. 


Medicines are usually available in the PHC and CHC. Its side effects and effect on learning need to 
be explained. It will be good to meet the school teachers and friends of the child and explain. Do 
stress the need for cooperation and compassionate help especially from family and school. 


lf you happen to see a child or a person having fits, help them with first aid. Take the following 
measures: 


(a) move the child/ person to a safe place from risky sites of fire, machine, water source etc;. 


(b) after the fit stops, lie the person on his/her side and keep one shoulder and the face turned down 
so that the froth which comes during the fit does not enter the windpipe; 


(c) do not insert anything hard in the mouth-bites happen anyway. Ensure that the pathway to 
breathing is open; 


(d) Ifthe fits do not stop in five minutes, seek medical help immediately; 
(e) donotleave the person alone, call for help. 


Rehabilitation is an important issue. Education and occupational choice later on are issues of 
concern. Risky occupations like dealing with animals, machines, vehicles, fireplaces, water source 
etc. for the person must be avoided. 


Avoid and dispel stigma. Epilepsy is a treatable illness, and this message should go to the family. No 
need to overplay risk or educational constraints. Most people get along with help and support. Help 
build their self-confidence and a sense of safety. 


Activity 
Recap: Note 10 keywords from the discussion above. 


What do the parents feel? Meet the parents of a child with epilepsy. Find out their difficulties. 
What do they feel about the child? Note 2-3 major points from this interview. 


What do you think? Meet the teacher of the child. How is the child doing in school? Is there 
any problem? Think of a solution if there is a problem 


Can we do this? Learn skills of giving first aid in epilepsy. 


What does the child feel? Talk to the child to find out his/ her understanding of the illness, 
ability to cope and give some reassurance to deal with it positively. 
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Intellectual Impairment (Mental retardation) 


Ujwala's baby was born at home in a village. There was some delay in delivering the baby and no one 
realized that this would affect the brain of the baby. The child was growing up normally as for the height and 
weight. At the age of two, the grandmother suspected that the child was not doing well as expected in talking 
and responding. When they consulted the local doctor, the possibility of mental retardation came up. So he 
referred the child to a specialist, who, after careful examination, explained to Ujwala that the child had 
probably suffered brain damage at birth, which would result in delay in development of milestones and 
slowness in learning, and that intelligence could also be affected. The family felt despair initially but at least 
became aware of the reality and accepted the challenge of a slow to learn baby. The family now has to share 
the caring and get support for the child's growth and development. 


_ This story is rather typical. There are many such children. They need 
love, attention, care and Support for their development. 


Intellectual Impairment (MR) is an impairment of intellectual and 
adaptive behaviour leading to limited emotional, mental, social and 
practical (activities of daily living) capacities due to effect on the brain. 
There are many causes of intellectual impairment. About one in 200 
children are affected; hence you may find such a child ina community of 
1000. One should be on the lookout for such children to be able to help 
at the right time. 


Causes 


Intellectual Impairment (MR) ina child could be due to many reasons: 


* Delayed child birth and failure to cry on time obstructs supply of oxygen to the brain. This has a 
lasting effect of brain damage due to oxygen deficit. The child may have intellectual as well as 
physical impairment due to this. 


* Brain damage may also happen due to starvation of the baby for first three days. Due to some 
strange belief, some families do not permit breast feeding on the first day or even up to the third day. 
Due to this, lack of nutrients and glucose will permanently damage the brain causing intellectual 


impairment in the child. 


* Down syndrome (resulting in impaired intellectual functioning) is normally due to the delay in Se 
first child bearing by the woman, in her late thirties or early forties. The child has typical facial 
features and other signs on the palms and feet. 

In regions with low iodine, hypothyroidism affects the baby in the womb ate. tk baby is born sts 
intellectual impairment. This baby can improve if immediate medical help is given; but often this is 

- difficult. This child has typically a feeble cry that sounds like cry of a cat. 
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Some children have specific learning disability. These children do not always have impaired intellectual 
functioning, but have specific learning problems. In schools they may suffer at the hands of teachers or peers 
and they begin to dislike going to school. In fact the children who have such dislike need to be understood 
and a proper diagnosis need to be made. Some of them need special help, while others may have 
behavioural problems, which also need proper help. One such is Autism, in which the child is self-absorbed, 
unable to connect with family and the world. This is also a learning disability. 


Detection Of Intellectual impairment 


Detection of children with intellectual impairment needs to be done early, by the age of two years. The family 
should accept the reality and get the necessary help early. The best way to detect intellectual impairment in a 
child is to check the developmental milestones appropriate for the age (see the table below). But do not panic 
if a single milestone is lagging and others are normal. It is important to be alert and watchful. 


There can also be other reasons than intellectual impairment for delayed milestones We must not declare 
such a possibility to parents right away, and let it be left to the doctor to confirm and guide them on necessary 


help. 


Important milestones of child development 


The child passes many milestones from birth to becoming an adult. It is important to check the milestones 
Age at which most children| Suspect intellectual 


given below to find out if the child's development is delayed. 
achieve this milestone impairment if the milestone 


— | is delayed beyond... 


Responds to voice/ sound 1-3 months } 4th month 
Smiles at others 1-4 months 6th month 


Eats/drinks by self Ath year 
Can tell own name | 4th year 


Is toilet trained 4th year 
Avoids simple hazards 4th year 
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# 
There is no medical treatment or Cure for intellectual im 
tend to seek help from all sources, including faith hea 
money. 


pairment. This a real shock for the family and they 
lers or god men, which results in loss of time and 


What needs to be done next? 


Itis proven that good support and developmental training can help the child to develop at their own pace and 
potential. Most children with intellectual impairment are able to learn basic Skills for their self-care, 
communication, education and work at home or sometimes even outside ina Supportive environment. In the 
absence oj appropriate and trained Support, the child may not be able to access and utilize their potential. 
The family must avoid despondency and do the best they can in the situation. 


Safety is a concern 


Children with intellectual impairment need continuous care and attention. It is necessary to avoid unsafe 
physical and social situations. These children may be at the risk of physical and sexual abuse. Girls and 
women may suffer sexual abuse from within the family or from outsiders. One needs to be watchful about 
this. 


For girls, apart from the usual care of cleanliness, there is an additional factor of menstruation. They often 
cannot manage this. Parents are often at a loss to find time and resources for supporting these children. 
They choose the option of keeping the child in Special homes. Special institutes offer both daytime and 
residential facilities, although these are very few and usually not well run. If parents are given enough 
support and guidance, they may not seek residential care and these children would enjoy living with their 
families. 


Supporting a child with intellectual impairment ina village is more difficult than in a city. Inability of the parents 
to give time, lack of resources and support institutes is a big challenge. It would be useful to train some village 
volunteers to help such families. Sadly, some parents lock the child in the house and leave for work. Some 
others feed the child with opium (afeem) to put them to sleep and go to work. This is harmful and complicates 
the impact of impairment further on the child. 


Rehabilitation 


Parents of such children in some places have come together to form support groups. Intellectual impairment 
is a recognized disability to get help from the Disability welfare department in the district. The National Trust 
also has few schemes to help such children. 


Rehabilitation of children with Intellectual impairment and persons is an important issue. They need to get 
some gainful work which is safe. They need to get training and support for this. Local trusts may be olbibide 
such day-centers where they can be trained for some tasks, produce articles and engage them a0 
recreational activities. You should be able to find such a resource centre with the help of the local social 
welfare officer. In fact all the training centres should cater to the needs of children and persons with 


intellectual impairment. 
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Dementia 


Ramnath's father is 80 years old. A hard working farmer till his seventies, the old man started forgetting 
things. The first sign of forgetting was when he went to sell his produce in the town and he often came back 
without collecting the money. He gradually started forgetting names of his grand children and relatives. He 
could no longer remember any dates or years. Later he was slow to recollect his own name and address. His 
son insisted that he stays home instead of going out and getting lost. For last 5-6 years he is not able to 
recognize anyone and has lost the sense of time and place. Now he is unable to take meals or perform any 
self care tasks. He needs support for all these. But for the big family it would have been difficult to help this old 
man. The deeply religious family values the grandparents and has stoically carried on supporting him with 


smiling faces. 


This is a typical story of old age dementia. In this case, help from the 
large joint family has come handy, but many others are not so fortunate. 
This illness comes with gradual loss of all mental functions - intellectual 
and emotional and loss of memory. Self care is impossible which means 
total dependency. But for the active support from others, life would be 
difficult for such a person. 


Damage to brain cells is the main cause of dementia, which is also 
known as Alzheimer's disease. There are also other causes like chronic 
alcoholism or other addictions, brain stroke due to bleeding or clotting in 
brain and infections in the brain including cerebral malaria. Tobacco is 
also harmful and can hasten the onset of dementia. 


Home care 


Home care is the most important need for persons suffering with 
dementia. Even the period of survival depends mainly on family support 
and home care. Support for cleanliness, feeding and safety is essential. 
The person is not able to relate to anyone. We can help the family to 
understand and learn the basic skills like warm-water sponging of the body, changing clothes, keeping the 
mouth and teeth clean, giving a urine pot, bed pan and do the clean up, making the bed, feeding and keeping 
a vigil. Generally the person is movable; however, preventing bed sores is important in cases of bed ridden 
persons. For this it helps to change position and turn on sides every half an hour. A special bed with water, air 
bag or blister-plastic is very useful. 


Apart from body care, cleanliness of the room and safety from injury are essential. All these tasks are difficult 
for one person to perform round the clock, hence all family members need to help. At times when the family 
hasn't enough members to support, volunteers or maids are necessary for support. Keeping paid servants 
for this illness can be costly, but on the other side, this employs many poor women in home-care in many 


cities. These workers are skilled and very helpful in caring for people with illness and those in need of 
support. 
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Old-age homes 


Some families take somewhat painful decision of putting the person with dementia in a old age home. Some 
homes are free but others do need monthly remittances. Lack of Space in urban homes, pressure on 
members to work full time often pushes the family to such a decision. But this should not amount to 
abandoning your close one to an alien home. The point of civilization is about care and love in the family and 


society in times of need. If the person is putin a home, the family members should visit the person regularly. 


Common Mental Disorders 


Common mental disorders (CMDs) are more common than SMDs. In fact, all of us suffer a few moments of 
these common mental problems like depression and anxiety. If the problems sustain over time, we call them 
CMDs, which include neuroses, personality disorders, sleep disorders etc. It is more difficult to diagnose 
CMDs than the too obvious SMDs. So often they pass as misbehaviour or underperformance. Some of them 
may look like extremes of normal human attributes like anger, sadness, aloofness, fear, anxiousness, 
dramatics etc. Although we as health workers do not deal with these problems, it will enrich us to understand 
these traits in the mental health scenario. 
Neuroses: Anxiety, Phobia, Psychosomatic Illness 
and Dissociative Disorder 

Neuroses are part of CMDs. Unlike psychoses these disorders are mild and related to stressful events. They 
require less of drug treatment and more of psychosocial counselling. These persons have an insight about 
their illness and therefore seek medical treatment or are receptive to advice. The commonest types are 


anxiety neuroses, phobia and psychosomatic symptoms. Let us have an overview! 


Neuroses are more common than SMDs and often look like extensions/exaggeration of normal mental 
phenomena. Unlike psychoses they do not hamper daily activity or self care. They often need only minor 
tranquilizers and anti-depressants. They usually recover quickly and it is possible to avert them with some 


precautions. Perception and thought process are normal. 


Anxiety is a normal phenomenon during examination, attending an interview or facing unusual situations. It 
‘is anormal protection against dangers and unknown outcomes. However anxiety disorder is a hyper state 
with mental and physical symptoms. The physical symptoms include tremors, palpitation, slurred speech, 
fast breathing, sweating, blushing, lump in chest, urgency of urine and bowels, muscle tension and 
excitement. All these cause discomfort and hamper actual performance. The person may not be able to give 


his or her full performance and achieve the result. Poor communication, lack of friends, less social support 


and poor relations are other possible features. 
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Phobias are abnormal fears. The cause may be hidden in child development, repression and poor parenting. 
lt is more common in women. Phobias appear in teens and twenties. The commonest phobia objects are: 
reptiles, darkness, height or speed. Behaviour therapy can help to handle the fear situations. Relaxation 
techniques are useful tools to practice and calm the nerves. 


Panic disorders are sudden attacks of anxiety and these could cause acute physical symptoms like mild 
heart attack. The features include shallow breathing and breathlessness, pounding heart, a feeling of 
choking, chest discomfort, sweating, dizziness, numbness, shaking tremors, fear of dying and depression. 
Medical treatment and behavioural and cognitive therapy can help reduce the panic disorder. 


Obsessive Compulsive Disorder (OCD) is a feeling of compulsion to carry out some actions or persisting 
thought or topic. Ideas and words tend to repeat, sounding nonsensical or out of context. The person 
performs some rituals repeatedly to ease his/her anxiety. This is only the symptom of an intense inner 
struggle. The disorder usually starts in teens and twenties. It is chronic (long standing) and variable. The 
person may have depression, phobia, eating disorder, addiction or panic disorder. Treatment with drugs, 
behaviour therapy, relaxation techniques and psychosocial counselling can help. 


Disorders of Adult personality and behaviour 


Human life is full of variation and all types of characters. No two persons are alike even in character. 
Personalities differ even in the same family. 


However, some types are important from mental health perspective. These are mental disorders linked to 
abnormal personalities. In this the person becomes inflexible and less adaptive causing familial, social and 
occupational distress. These persons have abnormal patterns of behaviour recognizable in teenage or even 
childhood, and the pattern continues in adult life. The person or others have to suffer adversely. The causes 
of personality disorders combine factors such as genetic, biological, social, psychological, developmental 
and environmental. Here are the main subtypes - 


* Suspicious or a paranoid personality is one who distrusts others, is suspicious, argumeniative, 
stubborn, feels self important, jealous and irritable. A paranoid person always looks for hidden 
meanings and hostile intentions in what others say and do. 


* Alonely or schizoid personality shows social aloofness and has no close friends. They are not open 
to criticism. One can describe them as emotionally cold, humourless or introspective, poor in 
relations and they rarely feel pleasure. 


* Eccentric disorder features odd thinking and behaviour and discomfort with others. They have odd 
beliefs, aloofness, eccentric behaviour and are socially isolated. 


* Dissocial personality was earlier called anti social. These persons indulge in anti social behaviour, 
violating the rights of others. They tend to indulge in criminal behaviour and cannot work properly 
for long. The person shows lack of regard for others, impulsive actions, intolerance and is 
manipulative, often violent and without guilt. They fail to learn from experience or maintain 
relations. Correctional method of intervention and counselling help is necessary for such persons 
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* Histrionic personality shows hyper emotional behaviour, attenti 
Crave for dramatic and novel moments, have unstable emotion 
attractiveness. They tend to dramatize and act impulsively. 
indulgent. 


on seeking and adventurous. They 
S and often obsessed with physical 
They are often €gocentric and self 


* Self centered or a narcissistic personality is self absorbed and unsympathetic. They cannot stand 
criticism and feel occupied with fantasies of duty, power, success, love or brilliance. 


* A dependant personality is submissive and depends upon others to take their decisions. They 
strongly need help without which they feel uncomfortable and helpless. They have poor self 
esteem, lack self confidence and are over-sensitive to Criticism. 


“* Anxious personality disorder has feeling of inadequacy, tension and apprehension, inferiority 
complex, fear of rejection or criticism, social withdrawal and they often dwell on negative notes. 


% Borderline personality is a disorder of instability in relationship, self image and emotions. They 
often lack anger-control, have feeling of emptiness, confusion about self image and are afraid of 
being left alone. 


* Astickler or obsessive compulsive disorder (OCD) person has an obsession for perfection at the 
cost of openness, flexibility and feasibility. They cannot tolerate mistakes and are always self- 
righteous. Shows anger about anyone who differs and insists on following rules word by word. 

; Rigidity and stubbornness are usual features. 


Mental Illness appearing 
as Body symptoms or illnesses 


(A) Neuroses may appear as body disorders like aches, 
pains related to different parts of the body. Headaches, 
stomach-aches, chest pain, nausea, weakness are 
symptoms that are usually known to the person, and 
the inner mental illness expresses through these 
symptoms. Medical examination does not reveal any 
illness behind these symptoms. 


(B) Sometimes the person expresses the illness, looking 
like an ill person and believes that he/she has an 


—_ illness. 


Don't victimize, help them tide over the illness 


There are many personality disorders which can be mistaken for bad behaviour. Essentially they are rooted 
in mental disorders. Medicines have a limited role in treatment of such problems, but individual or group 


psychotherapy, behaviour therapy and change of environment can help. 
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Sexual Disorders 


We often hear about sexual 'misbehaviour' of men or women. Often there are deep rooted traits and may 
also have biological cause. Not all of them are a nuisance to others. Yet some of them are not only nuisance 
to others but even of criminal nature. It will be helpful to know that these are known variations and some of 


them can improve with professional help. 


These are basically disorders of sexual preference and development. They happen to both men and women. 
These include gender identity disorders, unusual sexual preferences and sexual dysfunctions. However, it is 
important to understand that there is scientific, political, religious and cultural controversies world over 
regarding the inclusion of sex related diagnoses as mental illnesses/disorders. Some groups seeking 
greater understanding and acceptance of sexual disorders as diverse sexual orientation have lobbied for 
equal human rights, and legal and medical status of unusual sexual interests and practices. They are also 
raising awareness for changes in the society's attitudes. The Supreme Court of India in the year 2014, 
declared people with different sexual orientation as a socially and economically backward class entitled to 
reservation in education and job, and also directed the Union and State Governments to frame welfare 
schemes for them. Yet Article No. 377 of our Constitution that makes unusual sexual interests and practices 
illegal, has not been repealed by the Indian Parliament. There exists a deep rooted stigma and rejection of 
such people in our society. 


1. | Transexuals (discomfort with one's own anatomic sex), transvestites (man dressing as woman or 
the opposite). 


2. — Inter-sexuality disorder shows up with physical features and signs of the opposite sex. Often these 
are genetic or congenital problems. 


3. | Homosexuality is preference for relations with the same sex-man with man and woman with 
woman. Such women (called lesbians) and men (called gay) face many legal and social odds. 
However homosexuality is an age-old variation of human sexuality and not a disorder. Many of 
them want to stay homosexual and want the society to accept and respect their human rights fully. 
Those seeking treatment for change to heterosexuality, behaviour therapy and psychoanalytic 
support can help. 


4. Paraphilias are disorders that require unusual objects for sexual arousal. Some types include 


a. Fetishism involving articles that are close to the human body like bras, under pants, shoes, 
socks etc. 


b. Transvestite is wearing clothes of the other sex. 


Persons with the following disorders from number 5-11 can be framed in the criminal law, as their acts 


impinge upon the freedom and rights of other people. But they need behaviour therapy, psychoanalysis and 
sometimes antipsychotic drugs. 


9. Sexual sadism involves physical and psychological harassment of the partner like hitting, chaining, 
cigarette burns etc. 
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Sexual masochism involves self inflicted/directed injury or humiliation like whipping oneself 


Exhibitionism is a tendency to display one's genitals to persons of other sex. 


Voyeurism involves peeping and observing others €ngaged in sexual activity. 


oo a te 


Froteurism means touching, rubbing on unsuspecting and non-consenting person. This happens 
usually in a crowded situation like in a bus or in darkness. 


10. Pedophilia is sexual abuse of children by adults. Unfortunately this is acommon problem. 


11. Zoophilia is sexual activity with animals. 


Sexual dysfunctions are another common category in need of help. These include rigidity, impotence, 
premature ejaculation and painful sexual intercourse (dysparuenia and vaginal tightness). These happen 
sometimes due to medical reasons but most often the cause is mental stress and other psychological 
reasons. People suffer a great deal on these aspects and spend a lot of time and money on bogus cures. 
Sexual dysfunctions are best treated by trained sexologists and counsellors. 


Sleep Disorders 
Sleep disorders mainly include scant or excessive sleeping patterns and some related problems. 


% Insomnia (Scanty sleep disorder) means failure to initiate sleep or frequent waking up. This may 
have some organic disease caused by painful conditions like cancer, lumbago or asthma, old age 
etc. Strangely alcohol and addictive substances can also cause insomnia. Mental disorders like 
mania, depression, schizophrenia are also 2 
possible causes. Social causes for insomnia 
include separation, retirement, bereavement 
or other stress. Sometimes bad habits of 
eating, day time sleeping, lack of physical 
exercise, excessive coffee drinking may be 
the cause of insomnia. 


% Excessive sleeping includes long hours of 
daytime sieeping 


% Sleep paralysis is when the person is 
conscious and unable to move the body. 
Sleep apnea is periodic and repeated 
episode of stopping of breathing during sleep 
causing waking up. This often comes with 


snoring. 


Sleep walking, night terrors, tooth grinding, sleep " 
talking and urinating in sleep are somewhat higher disorders of sleep. They need therapy and specific help. 


Drugs can help in some cases. Homeopathy can help in overcoming bed-wetting problems. 
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Addiction 


A serious community problem 


Alcohol is the commonest cause of addiction both in cities and 
villages. There are other addictions too like of cigarettes, drugs, 
supari etc. Alcohol addiction causes physical and social ills. 
About 10% of those who take alcohol get addicted to it. There 
could be a neuro-biochemical and perhaps genetic proneness 
for addiction. But it is quite impossible to tell who can and who 
will not develop addiction. 


Commonly alcohol addiction is related to illicit liquor, arrack or 
brands known as rum, whisky etc. The mild forms like wine and 
beer themselves may not cause addiction but may lead to hard 
liquors later. However taking them in excess and continuously 
can lead to addiction. The best way is to avoid alcohol 
altogether. 


The difficult part is to avoid peer pressure for taking alcohol. 
Banning liquor has not worked in any State in India and has led to illicit liquor and liquor poisoning disasters. 
Alcohol itself is responsible for accidents on roads, domestic violence, crime and thefts. 


Effects of alcohol 


Alcohol gives a sense of pleasure, elation and well being at initial doses. But the dose required for these 
‘desirable’ effects keeps rising as time goes by. This causes more craving for alcohol. The illness goes 
through stages of introduction, desire, physical dependence and finally addiction. The obvious effects of 
alcohol intoxication are easy to see in any drunken person. 


* The speech is slurred, face is flushed, response is slow, walking is imbalanced, breath smells of 


alcohol, tremor of hands, loss of control and mood may be going either way-pleasure, grief or 
violence. 


” It is easy to know why drunken driving is bad. A level of 1mg per ml of blood is considered 
intoxication. At 3mg per ml the person loses consciousness and omg per ml is often fatal. 


% The chronic ill effects of alcoholism include stomach irritation, anaemia. nerve toxicity, liver 
damage and brain damage. 


An attempt to give up alcohol causes withdrawal symptoms, which include nausea, vomiting, weakness, 


irritability and lack of sleep. It is marked by confusion, disorientation, attention deficit, shouting, fear, faster 
heart rate, raised blood pressure, dehydration and even collapse. 
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De-addiction - Kicking the habit 


Motivation of the person is very important for de-addiction. A person with alcoholism can benefit from group 


therapy. A support group can share pains and pleasures of de-addiction. The role of Yoga, sports, good 
nutrition, counselling etc is often positive and decisive. 


The Aicoholic Anonymous (AA) support group is now available in many cities. AA members Nave to attend 
group meetings twice a week for a long period. Each person gets help from a support person. The AA 
fequires complete abstinence. Many people have been able to kick the habit with the help of AA. 


Our role as CMHWs primarily is to prevent alcoholism by spreading awareness, make available psychiatric 
help for such persons and be supportive to them. The supportive role of family and the community is also 
very important in the recovery. Even if your work does not include the alcohol problem, families may seek 
your help. You can at least suggest them where to find help. 


Note your comments 


APPENDIX Il 


BNI CMHD APPROACH / MODEL 


BNI's Community Mental Health and Development model has evolved through a series of consultations 
with affected persons, family members and partner NGOs. The model consists of five modules based on the 
needs and expectations expressed by different stakeholders. 
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Community Mental Health: Brings easy to access and cost effective treatment to people especially from 
the government system 


Capacity Building: Sensitizes and develops the ability of health personnel, communities and persons with 
mental illness themselves and family members to deliver comprehensive support to the lives of persons with 
mental illness. 


Sustainable Livelihood: Enables persons with mental illness and their family members to get involved in 
economically viable activities, including returning to their earlier occupation. 


Research, policy and advocacy: Involves generating data and evidences from programmes for 
influencing change in policies and procedures and for advocacy work. 


Administration & Management: Develops systems in the organization to ensure the quality of 
programmes and optimum use of resources. 


These components aim to strengthen persons with mental illness and their families to be self reliant, free of 


Stigma and to facilitate access to public provisioning systems, namely the health care and social security 
entitlements. 


These components aim to strengthen persons with mental illness and their families to be self reliant, free of 


stigma and to facilitate access to public provisioning systems, namely the health care and social security 
entitlements. 
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APPENDIX III 


MENTAL HEALTH SERVICES & HUMAN RESOURCE 


Psychiatrists 


Psychiatrists are medical doctors, who have specialized skill in treatment of mental disorders. They are 
based in general hospitals with a psychiatric ward or in a mental health hospital. They are also placed at 
district level through District Mental Health Programme. Many psychiatrists run their own private practice 
which is more common in big cities. Their main skills are in diagnosis and treatment of severe mental 
disorders. They mainly use medicines and rarely ECT, and provide some counselling. 


Psychologists/ Counsellors 


In India we have professional courses for psychiatric counsellors. They are trained in treating mental health 
problems using theories based on how human beings learn about life, feel emotions and behave towards 
others, and how persons can be helped to heal themselves. Counsellors use only ‘talking treatments’ and do 
not prescribe medicines. They are mainly situated in urban areas and in big cities. 


Psychiatric Nurses 


Psychiatric nurses specialize in psychiatry. They may work either in hospitals or in community. Their main 
role is in providing medical care, basic counselling and rehabilitation support to persons with severe mental 
disorders. 


Psychiatric Social Workers 


Psychiatric social workers also work either in hospitals or in the community. They help in dealing with social 
problems and life difficulties faced by persons with mental illness. They also work with the families and 
provide counselling. 


Rural Health Sector 


The Govt. health services are inadequate for mental health work in rural areas. We have to develop this 
system, which alone can meet the huge challenge of reaching out to persons with mental illness. 


Health Sub-center 


In rural areas, the smallest unit of public health system is the health sub center. We have an ANM and the 
male paramedic in each sub center. Ideally this team should have knowledge and skills about spreading 
awareness, detecting mental illnesses, take them to psychiatric doctors and offer follow up. Since they are in 
field work for 15-20 days every month, they can also undertake mental health work. Another advantage is 
that being in so many other health tasks they do not attract specific attention while attending to any person 
with mental illness. This will help restore mental health issues in the general health services rather than 
Cause a stigma. However despite a policy, these health workers still are not engaged in mental health work. 


af 


\ 
NN 


Primary Health Center 


At the primary center there are 1-2 doctors, nurses, health supervisors, lab assistants, an accountant, a 
vehicle and other staff to help. The medical officer- doctor for general care should be equipped to treat 
CMDs, send SMD persons for referral to higher hospitals and also train and support the paramedics. 
However the PHC, covering a population of 30,000 and 5-6 sub centers is also not into any serious MH work 
so far. They can also help with medication of epilepsy and lend some support. The doctor at the PHC, 
generally is a young person with little experience of MH work, stays for 1 or 2 years hence does little MH 
work. 


Rural Hospital 


There are 1 or 2 hospitals of 30 beds also called Community Health Center (CHC) in every block. The rural 
hospital has doctors and nurses. CHC should have the basic specialties of obstetric, paediatric and general 
surgery work, but about 60-70% of the specialist positions are vacant. There is no provision for a psychiatrist. 
In a population of one lakh, about 600 persons will be having CMDs and SMDs, hence there should at least 
be a psychiatric counsellor in every CHC even if there is no psychiatrist in the team. 


District Hospital 


A district hospital (DH) usually has a team of psychiatrists and a daily MH clinic. There may be a psychiatric 
ward in the DH. All essential psychiatric medicines are expected at the DH store which patients should get 
without any cost on doctor's prescription. 


If a particular medicine is out of stock the psychiatrist will suggest a substitute or write a prescription to buy 
from outside. Rugna Kalyan Samiti (RKS) should have enough funds for local purchase and keep the stock 
ready. We can approach the RKS members and find a solution. The names of RKS members with their 
contact numbers are displayed in each district hospital/OPD. Similar RKS exists at CHC and PHC also. It is 
possible that they can make available these medicines at CHC-PHC level so that families do not have to 
travel long distances to get medicines. 
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APPENDIX IV 
MEDICINES FOR MENTAL ILLNESSES 
(Medicines marked # are Essential as per WHO EDL list 2011 ) 
Mental Health workers are NOT EXPECTED TO TREAT MENTAL ILLNESS AND SHOULD NOT 
PRESCRIBE MEDICINES. This is the job of doctors. However, ba 
will help since: 
PWMIs are often expected to take lifelong treatment. They may ask about side effects, duration etc. 
Some drugs are only for short period. Persons should Stop the drug as doctor advises. We as MHW 
may check if they are followed. 
At times 2-3 medicines are given. It may be necessary to find out ifthey are complying. 


ANTIPSYCHOTIC MEDICINES FOR SEVERE MENTAL DISORDERS AND PEOPLE WHO ARE 
CONFUSED, AGITATED OR AGGRESSIVE 


Sic information about medicines and care 


Medication special uses Dosage Side-effects 
Low-potency drugs : these drugs have a lower risk of side-effects 
Chlorpromazine# Helps Sleep and is useful Start with 25 mg at night Stiffness, dryness of mouth 
given at night for people Increase up to 200 mg restlessness, drowsiness 
with a schizophrenia and twice daily dizziness, weight gain, sudden 
sleep problems jerky movements 
High-potency older antipsychotics : these drugs have a higher risk of side-effects 
Trifluoperazine Useful for severe Start with 5 mg at night same as with Chlorpromazine 
agitation and is less increase up to 10mg 
sedative twice daily 
Haloperidol# same as with Start with 5 mg at night same as with Chlorpromazine 
Trifluoperazine increase up to 10mg 
twice daily 
Loxapine same as with Start with 20 mg at night same as with Chlorpromazine 
Trifluoperazine increase up to 100mg 
twice daily 
Pimozide Can be used for start with 2mg at night same as with Chlorpromazine 
mono-symptomatic increase up to 8mg and ECG abnormalities 
delusional hypochondriasis at night . 
High-Potency newer antipsychotics : these drugs are effective and may have a lower risk of side-effects 
Risperidone# Potent drug start with 2mg at night Drowsiness, restlessness 
fewer side-effects increase up to 6mg agitation 
Olanzapine# same as with Risperidone start with 2.5mg at night Drowsiness, weight gain 
increase up to 20mg 
Clozapine Potent drug, useful for people _start with 50 mg at night + Drop in white blood cell count 
who do not respond to other increase in steps of 50mg. can cause fatal infections; 
medicines; should be used only every 2-3 days up to drowsiness; weight gain, 


in consultationwith a specialist | 200-300mg twice daily increased salivation Monitor 
blood count weekly. 


Injectable (depot) antipsychotics : always give a test dose (the lowest dose of the range) before starting regular treatment 


Fluphenthixol Given as deep intramuscular 12.5-200mg every same as with Chlorpromazine 
decanoate injections for the long term 4 weeks 
treatment of schizophrenia ; 

Fluphenazine# same as with 6.25-75 mg every same as with Chlorpromazine 
decanoate Fluphenthixol decanoate 4 weeks | 

. Haloperidol# same as with 12.5 -100mg every same as with Chlorpromazine 
decanoate Fluphenthixol decanoate 4 weeks | 
Zuclopenthixol same as with 100-400 mg every same as with Chlorpromazine 
decanoate Fluphenthixol decanoate 1-2 weeks 
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ANTI-DEPRESSANT MEDICINES, FOR COMMON MENTAL DISORDERS 
(PANIC ATTACKS, DEPRESSION, ANXIETY, OBSESSIVE-COMPULSIVE DISORDERS 
MEDICALLY UNEXPLAINED PHYSICAL SYMPTOMS (PSYCHOSOMATIC)) 


Medication uses 


Dosage 


Side-effects 


Older, cheaper tricyclic antidepressants: these drugs are cheaper but have more side-effects; they all take 


at least 2 weeks to have an effect 
Amitriptyline# Common mental disorders 


same as with amitriptyline 
but is also useful for bed 
wetting in children 


same as with amitriptyline, 
but is also useful for obsessive 
compulsive disorder 


same as with amitriptyline 


Imipramine# 


Clomipramine 


Desipramine 


Nortriptyline same as with amitriptyline 


start with 25 mg at nigh 
increase in steps up to a 
minimum of 75mg. and a 


maximum of150mg at night 
same as with amitriptyline 


same as with amitriptyline 


same as with amitriptyline 


start with 20mg once a day 


increase up to 100mg 


Drowsiness, dry mouth 
dizziness, weight gain 
blurred vision, constipation 


same as with amitriptyline 
but is less sedative 


same as with amitriptyline 


same as with amitriptyline 
but less drowsiness 

same as with amitriptyline but 
less dizziness and drowsiness 


Newer, more expensive antidepressants (selective serotonin reuptake inhibitors and related classes): 
these drugs are more expensive but have fewer side-effects; they take at least 2 weeks to have an effect 


Fluoxetine# Common mental disorders 


Sertraline# same as with Fluoxetine 
Fluvoxamine same as with Fluoxetine 
same as with Fluoxetine 


Paroxetine 


Venlafaxine same as with Fluoxetine 


start with 20 mg in the 
morning; increase up to 
60mg in the morning 
start with 50 mg in the 
morning; increase up to 
200mg in the morning 
start with 100 mg in the 
morning; increase up to 
300mg a day 

start with 20 mg in the 
morning; increase up to 
60mg in the morning 
start with 37.5 mg twice 


daily; increase up to 150mg 


twice daily 


ANTI-ANXIETY AND SLEEPING MEDICINES 
(These medicines must not be used for more than four weeks at a time to avoid dependence) 


Nervousness, insomnia 
fatigue, nausea, diarrhoea loss 
of appetite, sexual impairment 


same as with Fluoxetine 


same as with Fluoxetine 


same as with Fluoxetine 
Extrapyrimidal side effects 


Nausea, Drowsiness, 
dizziness, dry mouth, raised 
blood pressure, fits 


Medication uses Dosage Side-effects 
Diazepam# For anxiety and difficulty Start with 5mg at night; Drowsiness, dizziness 
sleeping, alcohol withdrawal increase up to 10mg dependence (if used for long 
twice daily _ periods), suppression of 
breathing (in overdose) 
Lorazepam same as with Diazepam but Start with 1mg at night same as with Diazepam 


also useful for the control of 
acute mania 
Nitrazepam# same as with Diazepam 
Chlordiazepoxide same as with Diazepam but 
especially useful for alcohol 


withdrawal 

same as with Diazepam 
but especially useful for 
epilepsy 


Clonazepam 


increase up to 4mg 


Start with 5mg at night; 
increase up to 10mg 


Start with 0.5mg at night; 
increase up to 2mg 
twice daily 
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same as with Diazepam 


same as with Diazepam 


same as with Diazepam 


a 


Alprazolam same as with Diazepam Start with 0.25ma j 
-40Mg increase same as wi 
up to 1mg twice daily S with Diazepam 
Oxazepam same as with Diazepam Start with 7.5m : 
omg atnight sam ith Di 
increase up to 40mg : * Sneeeeae 
twice daily 
Triazolam same as with Diazepam Start with 0.125mg at night same as with Diazepam 
increase up to 0.25mg ' 
at night 
Lithium For the control of manic- 400-1200mg a day gi 
: a y given Nausea, diarrh 
Carbonate depressive disorder: avoid if as a single dose; serum increased thirst, ae 
serum levels cannot be obtained levels must be 0.6-1.2 mm with non steroidal anti 
or when the person is taking 01/1 inflammatory drugs. Note that 
diuretics lithium can be very dangerous 
if taken in excess. 
Sodium same as with Lithium but also Start with 200mg twice daily Nausea, Drowsiness. diarrhea 
valproate# useful for epilepsy increase in steps up to weight gain, tremor, jaundice 
600mg twice daily liver failure, pancreatitis 
Carbamazepine# same as with Lithium but also Start with 200mg a day Serum levels should be in the range 
useful for epilepsy increase over 2 weeks to 8-12mg/1Nausea difficulty walking 
800mg a day. constipation, sedation serious allergic 
reactions hyponatraemia Note that a 
sudden fall in blood count can occur 
cacy ANTICONVULSANT MEDICINES FOR THE CONTROL OF EPILEPSY 
_ Medication _ uses Dosage Side-effects 


Phenobarbitone 


Primidone 
Phenytoin 


Sodium # 
valproate 


Carbamazepine# 


Medication 
Propanatol 


Procyclidine 


_ Benzhexol# 


Benztropine# 


Thiamine# 


For all types of epilepsy in 


adults 


For all types of epilepsy in 
adults 


For all types of epilepsy in 
adults 


For all types of epilepsy in 
adults 


For all types of epilepsy in 
adults 


OTHER MEDICINES USED FOR MENTAL ILLNESS 


uses 
For severe physical symptoms 
of anxiety 
For the side effects of 
antipsychotic drugs 


same as with Procyclidine 


same as with Procyclidine 


For drinking problems and 
alcohol withdrawa 


start with 60 mg at night: 
increase up to 120 mg. 
at night 

Start with 125mg at night 
increase in steps up to 
500mg twice daily 


Start with 150mg once 

daily increase up to 

600 mg. daily 

Start with 200mg twice daily 
increase in steps up to 
800mg twice daily 

Start with 200mg/day 
increase over 2 weeks to 

a maximum of 1000 mg 

a day 


_ Dosage 
Start with 20mg twice daily 


Drowsiness, restlessness 
confusion 


Drowsiness, restlessness 
confusion 


Nausea, tremor, confusion 
dizziness, headache 


Nausea, Drowsiness 
diarrhea weight gain, tremor 


Nausea difficulty walking 
constipation, sedation. 
Note that a sudden fall in 
blood count can occur 


Side-effects 
Heart failure, asthma 


increase up to 40mg twice daily fatigue, nausea 


2.5mg twice daily; increase up 
to 5mg twice daily 


1 mg once daily; increase 
up to 2.5mg three times daily 


0.5mg at night; increase up 
to 2 mg. at night 
20-50mg three times daily 
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Dry mouth, constipation 
blurred vision, urinary 
retention, confusion 


same as with Procyclidine 


same as with Procyclidine 


Rarely Reported. 


APPENDIX V 
PWMI-COMPLAINTS NOTED INACLINIC REGISTER 


Addiction Compulsive drinking of alcohol 
Takes substances like bhang 


Always quarrels and threatens 
Bites people 

Always in confusion 

Complaint of faints 


Aggressive mood 


About consciousness 


Suspects wife/ husband for illicit relations | | 
Considers himself a great man-minister, MLA etc. 


Keeps singing aloud anytime. 


Expression problems 


Laughs often without reason 


Hears strange voices from TV and radio 


illusion/ 
Hallucinations 


Memory Frequent forgetfulness 


Hears strange sounds 

Always elevated mood-on a high! 
Always gets angry very fast. 
Constantly irritated and disturbed 


No control on mind 
No peace of mind, always agitated 
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Hurting oneself/ others 


Psychomotor 


Obsession & compulsion 


Orientation-self 


_Orientation-other 


Problems of self care 


Abnormal gait/Walking 

Abnormal movements of hands 
Constantly makes faces & gestures 
Constantly works in the field without rest. 


Fits (epilepsy) 
Follows anyone for any distance 


Always unrolls his bed and looks for snake or insects in it. 
Behaves like a child 


Often begs around for food 
Cannot tell day, date or place | 
Does not recognize known people — 


Always doing puja, 
Complaints of weakness 
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Sleep Disturbed sleep-always gets up several times 
Excessive sleep 


| 


Keeps yawning off and on in day time 

Loss of sleep for several weeks 
Somatic-about body 
After confirming there Complaints of broken neck & avoids turning the neck 
is no body illness Complaints of burning sensation 


Abdominal pain recurring 


as such Constant headache 

Often complains of palpitation in chest 
Constant physical complaint of aches and pains 
Talks of numbness all the time and cold feet 


Speech Abuses everyone 
Constant talkativeness 
Does not talk with anyone 
Incoherent speech-no connection in sentences 
Keeps repeating sentences of others 
Repeats last word of whatever you say to her! 
Makes strange sounds, mutterings 
Shouting without cause 
Talking to oneself constantly, muttering 
Thought-concepts Always brags about something 
Often escapes from house for days 
Spends money and cannot tell about it 
Strange behavior on every full moon/ Amavasya 
Wears strange clothes, 
Often tears clothes 
Always worried about future 


Volition-motivation Does not go out of house for any work 
Does not look after children 

Does not obey orders, does not speak 
Does not prepare food as expected 
Does not take bath 

Does not work, sits idle 

No desire for sex 


Fn ee eS Sane yas ee 


No movement, sits without movement 


- promoting mental health 
and development 


Basic Needs India (BNI) is a registered non government organization (NGO ) established 
in the year 2001 with a specific mandate to address the issues related to mental health in India. 
BN) upholds and addresses the rights of people going through or gone through the experience 
of mental iliness, especially the poor and the marginalized, at individual level and in the wider 


dynamics of their life in community and society. 


BNI’s main role is that of a resource organization that works with partner agencies to 
implement programs to create a caring, accommodating and understanding environment to 
ensure service provision, social inclusion, livelihood options and the right to equal opportunities 
for persons with mental iliness and their families. Such an effort is necessarily multi-sectoral 
and involves liaising with and including a host of stakeholders - people affected by mental 
liness, family members anid other care providers, community members, medical professionals, 


other organizations working in the region, policy makers and the government authorities. 


Presently, BNI is working with partner NGOs in the four southern States - Maharashtra and 
Odisha, (earlier also in the states of Bihar and Jharkhand). Work with these partners includes 
training and supporting their workers to look at issues of mental health in the community where 
they are erigaged, and to work with those persons who are afflicted with mental illness. The 
approach follows the Cormmunity Mental Health and Development model, which caters to the 
needs of persons with mental iliness and their family members and support for their inclusion in 


the community, as well as builds the partner competence for the same. 


BNI's belief is that "however ill and poor a person is, she/he 
has the ability to manage her/his life” guides its work 


Mental health care services 


In India, the National Mental health program was launched by the Ministry of Health and Family 
Welfare in the year 1982. Apilot DMHP program for five years was started in 1986 in Bellary District in 
Karnataka. Then in 2003, the DMHP program was officially launched in 125 districts for the first time, 
with the aim of covering all the districts by 2020. 

Objectives of the NMHP/DMHP 
Availability and accessibility of minimum mental health care 


“Application of mental health knowledge in general health care and in social development. 
** Promotion of community participation in mental health care development 


Strategies planned 
“* Integration of mental health with primary health; 
** Provision of tertiary care institutions for care; 
*  Eradicating stigmatization of mentally ill patients and protecting their rights through 
regulatory institutions 


District level Inpatient Care Unit 


** = DMHP will support for 10 beds if the state government provides a qualified psychiatrist and 
space for the ward. 

** The support from DMHP includes four nurses and one-time grant for furniture and equipment 
for this inpatient service. 

**  Apsychologist and a social worker can be appointed-fieldwork for IEC activities and school / 
college mental health programmes 

** Need of grass root health worker at PHC level like all other National Programmes 

* Can be called as Mental Health Assistant (MHA) who work in early identification of cases and 
coordinates other PHC personnel in mental health 


The person responsible for day to day implementation of the DMHP is the psychiatrist who is in 
charge at the district. District Health Officer will be the over all in charge of the program at the district 
level; and at the state level, the responsibility is with the Nodal Officer at the Directorate of Health and 
Family Welfare. 


The budget allocation for a target population of one lakh in a district is Rs 1.27 crores for five years. 
This includes the operational expenses of DMHP and cost of human resource. 


With special reference to Karnataka, the Directorate of Health and family welfare has appointed the 
psychiatrist, Psychiatric Social Workers, and clinical psychologists at all the 30 districts. Some of the 
district hospitals are linked to the Medical College to provide the required medical services. The State 
Mental Health authority and mental health Task force are very active in the state. The directorate has also 
launched two new programs for people with mental illness that are day care centre for people with mental 


illness and Super Tuesday program where once a week the OPD services will be reserved for psychiatric 
Care at all levels. | 


More details on the health care services ‘can be obtained from www.hfw.gov.in under “non- 
communicable diseases' 


